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‘ Optional accessories, including Trendelenburg Lift and Fowler 


To meet the needs of 


len 
ts 


= 
Here’s the answer to modern care for your littler patients. 
HAUSTED Pediatric Wheel Stretchers are engineered for efficient pediatric 
patient handling — including Emergency and Recovery Room service. 
They may be quickly converted into a crib. 7 
Special stainless steel side and end rails a py enenstanie to a variety of heights 
by a lock easily operated by nurse, but out ‘of children’s reach. 


“Back Rest, even a foot extension for taller patients, 
increase the extreme-versatility of these units. 


The mark of quality and 
leadership in the production of 


For complete details on this and other Hausted equipment, write to patient handling equipment 


HOUSTED OF SIMMONS COMPANY. 


MEDINA, OHIO 
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hands deserve 
the finest 


SURGEONS 


33 Now available in a new wrist style—without beaded 
_~ edge—color-banded Wilson Gloves are better | 
than ever. They slip on more easily, fit the wrist more om | 
comfortably, show less tendency to roll down in | 

use. And with exclusive curved fingers that follow 
natural hand conformation, Wilson Surgeons’ Gloves 

are unsurpassed in fit and comfort. 7 


BECTON, DICKINSON AND COMPANY 
_ RUTHERFORD, NEW JERSEY 
| in Canada: Becton, Dickinson & Co., Canada, Ltd., Toronto 10, Ontario 


WILSON AND B-D-——-REGISTERED TRADEMARKS, U.S. PAT. OFF. 60060 
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What does high “ABA” 
mean to you? 

High serum levels of antibacterial 

| activity mean fewer treatment 
a failures in severe infections or in 
4 infections only marginally sensi- 
tive to penicillin. In other words, 
high ““ABA” means. . 


consistently dependable 
clinical results 


V-CILLIN 


(penicillin V potassium, Lilly) 


intense antibacterial activity 


V-Cillin K produces greater anti- 
bacterial activity in the serum 
against the common pathogens 
than any other oral penicillin.'-3 


Now at lower cost to 

your patient. 

Prescribe V-Cillin K, in scored 
tablets of 125 and 250 mg., or 
V-Cillin K, Pediatric, in 40 and 
80-cc. bottles. | 


unsurpassed safety 


No form of penicillin has been 
shown to be less allergenic or less 
toxic than V-Cillin K.45 
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proved clinical effectiveness 


Documented experience with 
penicillin V and potassium peni- 
cillin V reveals the clinical excel- 
lence of V-Cillin K. 


| . £li Lilly and Company 
Indianapolis 6, Indiana, U.S.A. 
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“No maintenance 
of any sort in the | 
year we've had our 
Dyna-Pak Press.” 


Albert G. Carano, Chief Engineer ¢ St. 
Vincent Charity Hospital e 
Cleveland, Ohio 
“Dyna-Pak Laundry 
Presses have given 
our production Prontoncs Hospital « Pals, Pa. 
tremendous boost. 
“Our Dyna-Pak 
Laundry Presses 
are so simple and 
easy to operate.” 


(Ti ISP) () SD 6 
~ i? saT jj 
> 
pi 
3 
‘4 
Ps, 
4 


Hospital officials 
across the 
nation agree... 


AMERICAN S | Unit rity Hosp spit im NY 
DYNA* PAK 
IS THE es 
FASTEST, “Dyna-Pak produces 
OPERATING, 've ever had.” 
AND 7 

EASIEST-TO- 
MAINTAIN 

| AUNDRY PRESS 
Press to anyene.” FEVER 


DEVELOPED 


ON. J. ¢ Monroe 


you can buy. Simplicity of design, 
with fewer working parts and un- 
usual accessibility, makes it the 
most efficient and easiest-to- 
maintain press the industry has 
ever known. 


See for yourself why American’s 
Dyna-Pak Press is setting new, 
higher standards in production, 
quality of work, ease of operation 
and day-in, day-out trouble-free. 
service. Get all the facts from 
your nearby American represen- 
tative, or write for Catalog AK 
230-002. 


The Dyna-Pak, featuring exclusive 
Sealed Power and unusually Simple 
Design, is acclaimed by hospitals 
throughout the country as the greatest 
laundry press development in years. 


The Sealed Power Unit, a unique 
combination of air and hydraulics, 
makes the Dyna-Pak the fastest, 
smoothest operating laundry press 


You get 


The American Laundry Machinery 
Company « Cincinnati 12, Ohio 
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MACHINES 


process all surgical gloves 
...fegular or disposable 


for less than 136 each 


By far the lowest cost, method 
drying, and powdering rubber gloves...yes, even “disposables”. 
Less then tug per glove including all materials and labor! 
Three companion, single-purpose machines, each with 150-glove 
capacity, eliminate delays. No waiting between loads. All stages 
of processing can be carried on simultaneously. And glove life 
is materially extended ... reducing need for large inventories. 

Matching stainless steel units are attractive, sanitary, and 
durable. In hospitals of 100 beds or more, they repay their cost 
the first year... while creating substantial savings over hand 
methods. 
WASHER—The only machine designed specifically for surgical 
gloves. Unique tub design and pulsating action clean gently, 
thoroughly ... three times faster than by hand. 
DRYER—Revitalizes gloves. Thermostatically controlled warm 
air dries three times faster than by hand. Unique air - 
tion ps operating parts clean, promotes safety. 
POWDERER—Applies uniform coating inside and out...ten times 
faster than by hand. Airtight. No powder escapes. 


FREE: Glove Processing Manual, giving latest, recommended 
procedures, sent on request. Also, descriptive literature on each 


machine and other Rotary hospital products. 


ROTARY HOSPITAL EQUIPMENT CORP. 
1744 DALE RD., BUFFALO 25, WY. 


6 


hospital assachation 


AMERICAN HOSPITAL ASSOCIATION 
NATIONAL MEETINGS 
‘ 1961 


Feb. Gonference of Presidents and Secretaries, 
Chicago (AHA Headquarters) 
Sept. 25-28—-63rd Annual Meeting, Atlantic City (Convention Hall) 


: MEETING AND INSTITUTE 
CALENDAR 
THROUGH JUNE 1961 


(American Hospital Association Institutes are in BOLDFACE type. 
Meetings of other hospital associations are in LIGHTFACE type. 
Other organizations in the health field are shown in ITALICS.) 


JANUARY 


18-20 Labor Relations, Boston (Somerset Hotel) 3 

19-20 Alabama Hospital Association, Montgomery (Whitley Hotel) 

23-24 National Association of Private Psychiatric Hospitals, 
Scottsdale, Ariz. (Safari Hotel) | 

23-27 Hospital Purchasing. Minneapolis (Pick-Nicollet Hotel) 

30-Feb. 3 American Protestant Hospital Association, Kansas City 
(Muehlebach Hotel) 

30-Feb. 3 Central Service Administration. Boston (Somerset Hotel) 

31-Feb. 2 National Association of Methodist Hospitals and Homes, 
Kansas City, Mo., (Muehlebach Hotel) 


FEBRUARY 


1-2 Lutheran Hospital Association, Kansas City (Muehlebach 
Hotel) 

2-4 American College of Hospital Administrators, Fourth An- 
nual Congress on Administration, Chicago (Morrison Hotel) 

4-7 American Medica! Association, Congress on Medical Educa- 
tion and Licensure, Chicago (Palmer House) 


8-10 Community Relations for Hospital Auxiliaries, Chicago 


(AHA Headquarters) 
13-16 Association of Operatirg Room Nurses, San Francisco 
_ (Whitcomb Hotel) 
13-17 Dietary Department Administration, Oklahoma City (Okla- 
homa-Biltmore Hotel) 
23-25 Louisiana Hospital Association, Shreveport (Captain Shreve 


Hotel) 

27-Mar. 1 Management Development, Chicago (AHA Head- 
quarters) . 

27-M@r. 3 Nursing Service Administration, Houston, Tex. (Rice 
Hotel) 


MARCH 


3-16 National Health Council, National Health Forum, New York 
City (Waldorf-Astoria) 
6-8 Hospital Law, Austin, Tex. (Commodore Perry Hotel) 
6-10 Hospital Purchasing, Pittsburgh (Penn-Sheraton Hotel) 
16 Wisconsin Hospital Association, Milwaukee (Schroeder 
Hotel) 
20-22 Personnel Administration (Basic), Chicago (AHA Head- 
quarters) 
20-22 New England Hospital Assembly, Boston (Hotel Statler) 
20-23 Obstetrical Nursing Administration, Los Angeles (Statler 
Hilton Hotel) 
21-23 Kentucky Hospital Association, Lexington (Phoenix Hotel) 
23-24 Georgia Hospital Association, Atlanta (Biltmore Hotel) 
27-29 Methods Improvement (Advanced), Chicago (AHA Head- 
quarters) 


APRIL 


4-7 Ohio Hospital Association, Columbus (Veterans Memorial 
Auditorium) 
5-7 Capital Financing of Hospitals, Chicago (AHA Heada- 
quarters) 
10-14 National League for Nursing, Cleveland (Public Auditorium) 
12-14 Labor Relations, Chicago (AHA Headquarters) 
13-14 Carolinas-Virginias Hospital Conference, Roanoke (Hotel 
Roanoke) 
16-20 Annual Conference of Blue Shield-Blue Cross Plans, Chicago 
(Edgewater Beach Hotel) 


(Continued on page 116) © 
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hairs, no tr< 


PROBL 

embed and pull 


ic remove 


YET OUTHOMDS 
ALL PREVIOUS TAPE! 


~—does not tangle, 
tears easily, but holds fast 
even in baths or soaks e 


BRAND 


SURGICAL 
MICROPOROUS 


No. 530 § 


“SCOTCH” SURG! 


CALTAPE ORDINARY PERFORATED TAPE 


EXCLUSIVE CONSTRUCTION Lert: Macro- 
photograph (20x) of ‘‘SCOTCH’”’ Brand Surgical Tape 
shows totally microporous structure of both the non- 
woven backing and the thin, non-reactive, non-mobile 


_ adhesive which permit unprecedented ventilation. 


RIGHT: In contrast, thick ‘‘creeping’’ adhesive mass 
of conventional tape forms occlusive barrier, tends 
to plug widely spaced perforations, embeds and pulls 
hairs...contains irritating natural rubbers and resins. 


APPLICATION: Unlike conventional adhesive tapes, new 
“SCOTCH” Surgical Tape does not slip or “‘creep’’ and 
should ordinarily be laid on without tension. Where ten- 
sion is desired or anticipated, shear stress on the skin 
may be prevented by cross strips of ‘““SCOTCH”’ Surgical 
Tape at the ends of primary application. AVAILABLE: 


‘through surgical supply dealers; in usual widths, 2 to 


3 in., 10 yd. rolls. 


anno 


company 
... WHERE RESEARCH 1S THE KEY TO TOMORROW 


“SCOTCH” IS A REGISTERED TRADEMARK OF 3m CO. 
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Made from a strong, transparent material specially while removing contents. Instruments and supplies. 
selected for its susceptibility to steam penetration. — remain sterile indefinitely — conveniently stored— 
Even the tightly-folded ends are completely sterilized ready for immediate use. And —the material used for 
—thus eliminating a possible source of contamination = Weck Sterilizing Tubing will not store potentially a. 
dangerous static electricity. Comes in compressed, 
easy-to-open cylindrical sticks. Now available in4 | 
widths: 1% 4", 2716", B76", 44". 


ry 
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EDWARD WECK & CO., BROOKLYN 1, NEW YORK 


DIVISION OF STERLING PRECISION CORP 


F ine Surgical Instr ments and Hospital Specialties Ir strument 


in Calitornia: Contact Crown Surgical Division, Pasaden 
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USE 


To open, simply pull tabs back 
and away from sterile interior 


i | 
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STERIL-PEEL™...THE MOST EFFICIENT PACKAGE 
FOR BARDEX’...THE FINEST FOLEY CATHETER 


Bardex*—the Foley Catheter with features that ensure \ 
dependable performance...reinforced ribs to provide | | | 
even distention of the balloon... multiple dipping in pre- 
mium latex to produce a uniform wall thickness; large, 
smooth eyes for maximum drainage. These are some of 
the reasons why hospitals willingly pay a little more, and i 
why they continue to specify more Bardex Foley Catheters | | 
than all other brands combined! : | Hl 
Sterile-packaged Bardex catheters are now available in 
this new and exclusive tab-opening, peel-apart package; at c 
no increase in cost. Ready for instant use, the new ‘“‘Steril- 5 
Peel’’ package provides a simple and instrument-free E 
aseptic opening technique that has been evaluated and 
approved by leading hospitals. ..‘‘Steril-Peel”’ is another 
good reason to specify BARDEX*® FOLEY CATHETERS : 
INTEGRITY 
- 
R: BARD, INC. SUMMIT, N. J. 2 
| 4 
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Look at these EXCLUSIVE features: 


DYNAMIC AIR ELIMINATION 
pulse system plrges air, assures 
rapid, complete stream penetration. 


HIGH. SPEED GET HEATING 
 Joads to sterilizing teniperature 50100 % 
faster than conventional sterilizers. 4 


 §. DIFFERENTIAL LIQUID COOLING 
= Cools three times faster than corv renkional 
sterilizers. It’s automatic with the touch a 
a button! 


4. QUICK-SET TEMPERATURE CONTROL 
finger’s touch sets temperatire 
where from 212°F. to.270°F. 


PUSH-BUTTON CONTROLS Ne 
wolved settings! A touth of Dutton and 


4 


Sterilization is programmed from. start 


WILMOT CASTLE CO.. 1401 
Subsidiary of Ritter Company inc 

12 


| and 


WITH Cast tl_e— 


_wethe modern pushbutton sterilizer control system 


NEW SPEED 
SAFETY 
Sterilization 


ORTHOMATIC 


New unprecedented speed with new sterilizing 
safety—all at the touch of. a button—that’s 
Orthomatic, Castle’s revolutionary new sterilizer 
control system. Central Supply, Surgery, Lab- 
oratory, Milk Formula Room—wherever you 
sterilize—the pushbutton Orthomatic System will 
out perform any sterilizer you are now using. 


Find. out how Castle Orthomatic can bring your hospital 
safer, more efficient sterilization, at less cost. Also available: 
Thermatic “‘60’’ and Manual Control systems. 


LIGHTS AND STERILIZERS 


RIETTA RD.. 
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describes the 


introducing the authons 


_ Vernon D. Seifert, administrator of 


Fairview Park Hospital, Cleveland, 
discusses the basic functions and 
objectives of a 
hospital profes- 
sional library 
program and 


program that 
has been estab- 
lished at Fair- 
view Park Hos- 
pital (p. 44). 
Mr. Seifert 
has been associ- 
ated with Fair- 


MR. SEIFERT 


view Park Hospital for the past 


10 years. He served as. assistant 
administrator for three years be- 
fore being appointed administra- 
tor of the hospital in 1954. | 
Prior to his Cleveland posts, Mr. 
Seifert was associated with two 
Chicago area hospitals. He served 
as administrative assistant at the 
Evanston (Ill.) Hospital for two 


years before being appointed di-- 


rector of clinics and assistant to 
the medical director of the old St. 
Luke’s Hospital in 1949. 

Mr. Seifert has been actively 
engaged in numerous national, 
state and local hospital and health 
association activities. He is a past 


chairman of the American Hospital 


Association Committee on Library 


Service for Hospitals. He has also 


served as a member of the board of 
trustees of the Cleveland Hospital 
Council, as well as chairman of the 
disaster planning and program 
committees of the Ohio Hospital 
Association. During 1959-1960 he 
served as a member of the board of 
trustees of Blue Cross of Northeast 
Ohio, Cleveland. 

His memberships in health as- 
sociations are also numerous. He is 
a fellow of the American College of 
Hospital Administrators and a 
member of the Royal Society of 
Health, London, the National 
League for Nursing, and the Na- 
tional Rehabilitation Association. 

He completed his undergraduate 


work at Northwestern University. 


Otis L. Wheeler, director of Jewish 
Hospital, Louisville, Ky., contends 
that a balanced budget does not 
necessarily indicate good cost man- 
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agement for hospitals (p. 51). 

Shortly after graduation from 
Michigan State College, Mr. 
Wheeler became associated with 
the transient division of the Mich- 
igan State Welfare Department for 
six years, first_as a social worker 
and later as director of bureaus for 
single persons in Jackson and Kal- 
amazoo. 

He entered the hospital admin- 
istration field ‘in 1940 and his. first 
appointment was an institutional 
business executive at the Northern 


Michigan Tuberculosis Sanatorium, 


Gaylord. After four years of mili- 
tary service, he served as registrar 
at the Veterans Administration 
Hospital in Louisville for four 
years. 

In 1950 he enrolled in the North- 
western University program in 
hospital administration and re- 
ceived his master’s degree the 
following year. 

This year“marks the 10th anni- 
versary of Mr. Wheeler’s appoint- 


ment as director of Jewish Hospi- 
tal, Louisville, Ky. During. this 
period a new 
hospital of 118 
beds has been 
built and an ex- 
pansion pro- 
gram for an 
additional 142 


der way. Jewish 
Hospital is the 
first private 
general hospital 
to affiliate with 
the medical school in the establish- 
ment of the University of Louisville 
Medical Center. | 

Mr. Wheeler currently serves as 
a member of the board of trustees 
of the following groups: Kentucky 
Hospital Association, Blue Cross 
Hospital Plan, Inc., Louisville, and 
Kentucky Physicians Mutual, Inc., 
Louisville. 

He is a fellow of the American 
College of Hospital Administrators. 


MR. WHEELER 


LUMEX 
ALUMINUM 
PATIENT AIDS 
ARE NOW 
AVAILABLE WITH 
THE EXCLUSIVE 
“LUMITE*”’ 
FINISH... AT 
NO EXTRA COST! 


LOOK FOR THIS 
TAG...IT'S YOUR 
ASSURANCE THAT THE 
PRODUCT HAS BEEN 


LUMEX DOES IT AGAIN! In keeping with 


possible, we are now manufacturing our 


Finish is merely one more feature unseen, 
yet inherent in the quality 7 

of the product ...and it 
costs you no more! 


THIS 


sunt TWAT EVERY ALUMINUM 
wenical pRoouct vou 
SEARS THIS “LUMITE 


the policy of bringing you the finest products 


complete aluminum Patient Aids line with 
the new “LUMITE®” Finish. The “LUMITE®” 


UMEX In: 


Engineered. 
Quality 
ALUMINUM PATIENT AID 


FINISH 


beds is now un- | 
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Features The 
_A Speci! 
Anod: red Surtace 
Treatment 
ot rssures: 
Ang 
This Product Will 
attractive For Years vo etc. 
Towels, 
nto Smudging OF Setting OF Clothing. 
Jom 
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a THE “LUMITE®” 
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EAS 


Using a Multi-Rite® board like this, 

one writing 

© creates a receipt for the person 
making payment 

@ enters payment on the daily Re- 
ceipts Journal 

.°@ records payment on the bank de- 


posit slip 

All with no chance of transcription 
error. No chance of incomplete records. 

This unique Multi-Rite Receipt Con- 
trol System is currenfly helping many 
hospitals to handle cash efficiently, ac- 
curately. Find out how inexpensively 
you can put Multi-Rite to work in your 
hospital. Mail this coupon today. 


Please send FREE folder on Multi-Rite Receipt | 

Control System. Also include a sample Attend- 
ance Record Card. 


: 
Name 
Address 
| Hospital 
L 


Ce YAWMAN & ERBE 
3 = C. E. Sheppard Co. Div. 
44-18 21st Street © Long Island City 1, New York 
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accneditation 
Anoblems 


KENNETH B. BABCOCK, M.D. 


A specific number of meetings for 
a hospital’s medical staff and the 50 


per cent attendance requirement is no 
longer a mandate of the Joint Com- 
mission. What do we do to get our 
physicians to attend medical staff 
meetings? 


Your statement is not correct. 
The Commissioners of the Joint 
Commission have said the onus of 
proof of medical staff meetings and 
attendance is on the hospital medi- 
cal staff. A hospital medical staff 
should live up to its responsibilities 
and write its own requirements for 
attendance at its medical staff 
meetings. These requirements 
should be stated in the hospital’s 
medical staff dae rules and 
regulations. 

The surveyors of the Joint Com- 
mission will review these require- 
ments to make sure they are, in 
their estimation, adequate and that 
the documented evidence in the 
minutes of these meetings shows 
good review and evaluation of the 
clinical work performed by the 
medical staff in the hospital. This 
is true self-regulation by the medi- 
cal staff. The responsibility and 
proof is 
* * 

A JCAH a in his visit to our 
hospital looked at the nurses’ notes. 


How can he determine good care = 


them? 


I do not know what the surveyor 
was looking for, but I do know that 
when I survey a hospital I always 
check the nurses’ notes. The nurses’ 
notes give an excellent tip-off on 


the patient care given. For exam- 


ple, the notes might show that a 
physician saw, his patient only 
every third or fourth day. This is 
inadequate. A daily visit to a hos- 
pitalized patient is a must for 
every physician. For critical cases, 
physician’s visits should be more 
often. | 

Let us take another example. 


@ frequency of and attend- 
ance at medical staff 
meetings 


@ perusal of nurses’ notes 


@ supervision of osteo- 
pathic physicians 


Doctor X is the surgeon on the 
case, but according to the patient’s 
chart, he never saw the patient 
after the operation. This is an 
example of itinerant surgery—a 
practice which is frowned upon, 
except under emergency circum- 
stances. Then, too, this might very 


well be a case of a surgeon shirk- 


ing his responsibilities. Postopera- 
tive care is the responsibility of | 


the surgeon. 


Here is a third example. Doctor 
Y is listed on the operating room 
registry as performing the surgery. 
He is not charted as seeing the pa- 
tient either before or after opera- 
tion. This example implies ghost © 
surgery and should be thoroughly 


_ investigated immediately. 


The hospital’s medical record 
and tissue committees should be 
on the alert for the three examples 
mentioned here. In their review 
and evaluation of work, they 
should always quickly scan the 
nurses’ notes. 

* * * 

In the most recent Bulletin of the 
Joint Commission it says, “In hospi- 
tals that have osteopathic physicians 
on the staff these physicians must be 
under the over-all supervision of doc 
tors of medicine.” What do you mean 
by “over-all” supervision? 


If doctors of osteopathy are prac- 


- ticing in the hospital, the over-all 


supervision of clinical work must 


be under a doctor of medicine (as 
chief of staff and chief of depart- 


ment, if departmentalized). There 
is no intention to divorce the at- 
tending physician, either M.D. or 
D.O., from his patient, but the 
supervision of the clinical activities 


-of all practitioners must be con- 


ducted by a doctor of medicine. 


This material has been prepared by the Joint | 
Commission on Accreditation of Hospitals, Dr. 
Kenneth B. Babcock, director. Questions should 
be sent to the Commission, 200 E. Ohio St., 
Chicago 11, Ill., or to HOSPITALS, J.A.H.A., 
for referral to Dr. Babcock and his stoff. 
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Terramycine 
BRAND OF OXYTET CLINE 
INTRAMUSCULAR SOLUTION 
conveniently preconstituted 
for prompt parenteral 
administration in 

office or at bedside 


a 

2 


new 10 cc. vial 
permits greater 
economy, 
convenience, 


flexibility in dosage 
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IN BRIEF 


Terramycin Intramuscular Solution, a preconstituted parenteral 
form of oxytetracycline with 2% Xylocaine* as a local anes- 
thetic, facilitates prompt initiation of broad-spectrum antibiotic 
therapy when immediate oral administration is inconvenient or 
impractical. There is a low incidence of irritation or pain at the 
injection site. Availability of the new, multi-dose 10 cc. vial 
rmits greater economy, convenience, and flexibility in dosage. 

e dependability of Terramycin is based on broad antimicro- 
bial effectiveness, excellent toleration, and low order of toxicity. 
INDICATIONS: All oxytetracycline indications whenever initial or 
continuing therapy with I.M. injection is indicated. Compatible 
oral therapy may then be given with Cosa-Terramycin® Capsules 
or Cosa-Terrabon® Suspension. Effective against both gram- 
sitive and gram-negative bacteria, rickettsiae, spirochetes, and 
arge viruses, Terramycin therapy is indicated in a great variety 


of infections due to susceptible organisms. These include infec- 


tions of the respiratory tract, ophthalmic and otic infections, 
gastrointestinal infections, genitourinary infections, soft-tissue 
infections, and many others. 

ADMINISTRATION AND DOSAGE: For intramuscular injection only. 
Unless otherwise specified, a dose of 100 mg. every 8-12 hours, 
or a single daily dose of 250 mg. should be adequate for most 
mild or moderately severe infections. In severe infections, 
100 mg. every 6-8 hours or 250 mg. every 12 hours may be 
necessary. Dosage for infants and children is proportionately 
less and should be determined in accordance with age and 
weight of the patient, and severity of infection. 


SIDE EFFECTS AND PRECAUTIONS: Aside from occasional mild 
pain at injection site, adverse reactions (including allergic) 
have been rare. As with all I.M. preparations, injection should 
be made within the body of a relatively large muscle. After inser- 
tion of needle, aspiration should be attempted before injecting 
to avoid inadvertent administration into a blood vessel; care 


_ should always be taken to avoid injecting into a major nerve or 


its surrounding sheath. Subcutaneous and fat-layer injection 
may cause mild pain and induration, which may be relieved by 
an ice pack. 


Use of antibiotics may result in an overgrowth of nonsusceptible ' 


organisms—particularly monilia and resistant staphylococci. If 
a new infection caused by a resistant pathogen appears, dis- 
continue the medication and institute appropriate specific ther- 
apy as indicated by susceptibility testing. 

SUPPLIED: Terramycin Intramuscular Solution is available in 
the new 10 cc. multi-dose vial, providing five 2 cc. doses, 
50 mg./cc., and in 2 cc. prescored glass ampules, containing 
100 mg. and 250 mg., packages of 5 and 100. For maximum 
rapidity of effect —Terramycin Intravenous, in vials of 250 mg. 
and 500 mg. (buffered with 1 Gm. and 2 Gm. ascorbic acid 
respectively). Available for oral therapy: Cosa-T erramycin® 
Capsules, 250 mg. and 125 mg.; Cosa-Terrabon® Oral Sus- 
pension (preconstituted), 125 mg. per 5 cc. teaspoonful, in 
bottles of 2 oz. (60 cc.) and 1 pint; Cosa-Terrabon® Pediatric 
Drops (preconstituted), 5 mg. per drop (100 mg. per cc.), 
bottle of 10 cc. with calibrated plastic dropper. In addition, a 
variety of other systemic and local dosage forms are available to 
*meet specific therapeutic requirements. 


More detailed professional information available on request. . 


_*Xylocaine® is the trademark of Astra Pharmaceutical Products, Inc. for 
its brand of lidocaine. 


a reservoir of 


dependable performance — 


Science for the world’s well-being Pfizer) PFIZER LABORATORIES Division, Chas. Pfizer 8 Co., Inc., Brooklyn 6, New York 
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MOTOROLA | DAHLBERG 


HOSPITAL COMMUNICATIONS SYSTEMS 


GOLOEN VALLEY, MINNEAPOLIS 27. MINNEB OTA - LIBERTY S-3721 


Please arrange an early demonstration of the 


new Motorola/Dahlberg I.ID. Nurse Call 


and Electronic Televiewer Systems. 


NAME 


POSITION 
HOSPITAL 


GOLOEN VA! 


Ley 


ONLY SYSTEM THAT CLASSIFIES 


CALLS IN ORDER OF URGENCY, 


AND SHOWS THE NURSE EXACTLY 
WHICH PATIENT IS CALLING 


or emergency. 


of all others. 


MIiNNEAPOLIS 2 


~~ 


fs 


MINNESOTA 


LIBERTY 


“INSTANT IDENTIFICATION 


With the new Motorola/Dahlberg I.ID. Nurse Call, the 
nurse knows instantly if a call is routine, PRIORITY 


Doctor or nurse may place any patient on PRIOR- 
ITY call by just touching a switch. All his calls are 
then received at the nurse control station ahead 


When any of the three types of calls come in, the 
patient’s room number and bed designation appear on 
the “‘Digital Read-Out’”’ panel of the Nurse Control 
Station. She simply picks up the phone and talks 
privately with the patient. . 

Best of all, the I.ID. System combines with the 
totally-new Motorola/Dahlberg Electronic Televiewer 
system. You’ll want a demonstration of these dramatic 
new systems. To make sure you see them soon, return 
this coupon now! 


MOTOROLA | DAHLBERG 
HOSPITAL SYSTEMS 
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N.J. GOVERNOR CONDITIONALLY 
VETOES BILL TO ORGANIZE DENTAL CARE 
PREPAYMENT PLANS—On December 19 
New Jersey’s. Governor Robert B. 
Meyner conditionally vetoed a bill 
which would permit the organiza- 
tion of nonprofit dental service 
corporations. 

The governor said he would sign 
the bill if amendments were made 
to eliminate the monopoly con- 
ferred upon the state dental soci- 
ety, if the provision giving the 


_ dental society veto power over the 


plan’s trustees were removed, if 
5 of the 11 members of the plan’s 
board of trustees were named by 
the governor “from the general 
public” (the bill requires the ap- 
proval of all nominees for board 
membership by the Dental Socie- 
ty), and if authority were given 
the state commissioner of banking 
and insurance to disapprove fees 
to be paid by the plan to partici- 
pating dentists. oe 
The bill has been vigorously op- 
posed by one of the labor unions 
which, through its welfare fund, 
conducts a dental service for its 
members under a contract. Under 
the bill, the union’s plan would be 
illegal. | 


> REPORT FROM WASHINGTON—At a. 


news conference late last month 


Arthur S. Flemming, retiring Sec-. 


retary of Health, Education, and 
Welfare, presented the report of a 
special committee which since last 
June had been looking “into cer- 
tain charges involving employees 
and operations” of the Food and 
Drug Administration. 

The committee, headed by 
Charles Kendall, found that no 
present FDA employee has “per- 
sonal financial interests conflicting 
with the obligations of his govern- 
ment employment.” However, as 
announced by Secretary Flem- 
ming, a strict code of ethics for all 
HEW employees has been adopted. 
@ Gov. Abraham Ribicoff of Con- 
necticut, incoming Secretary of 
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of MEWS 


Health, Education, and Welfare, 
was being thoroughly briefed on 
HEW activities late in December. 
He would not make any public an- 
nouncement of what HEW pro- 
grams would be proposed under 


- the Kennedy administration, but, 


when asked whether he shared 
Senator Kennedy’s view that aged 
health care should be ‘financed 
through social security, he said he 
supported the Kennedy program 
all the way. He also indicated that 
‘‘many” career people in the pres- 
ent department would be kept on 


by him. 


Rep. John E. Fogarty (D-R.I.) 
has come out-in support of legisla- 
tion which would abolish the exist- 
ing Bureau of State Services in the 
Public Health Service, and replace 
it with two new bureaus: one for 
community health and the other 
for environmental health. The leg- 
islation is expected to be intro- 
duced in the new Congress. Ac- 
cording to Representative Fogarty, 
the new bureau would “sell” the 
American people on a unified 
health program, and would admin- 
ister the Hill-Burton program. 


@ Following the publication of a 


study of nursing homes by the 
Senate Subcommittee on Problems 
of the Aged and Aging, Sen. Pat 
McNamara (D-Mich.), chairman of 
the subcommittee, called for fur- 
ther federal activity to help aise 
nursing home standards. He sug- 


gested that the government de- | 


velop standards which states could 
use as a model. The report, “The 
Condition of American Nursing 
Homes,” indicated a shortage of 
127,000 beds, as well as a low level 
of care in many nursing homes. 


The cost factor was cited as the 


major barrier to improvement. 


GOVERNOR’S COMMITTEE REPORTS ON 


CALIFORNIA MEDICAL AID AND HEALTH 
stupY—According to a report on 
a year-long study of medical aid 
and health in California, the state 
can save $750 million over the next 
15 years by reducing its number of 


hospital beds from 10 to 7% for 
every 1000 of population. 

The report, issued by Governor 
Brown’s Committee on the Study 
of Medical Aid and Health, said 
California must start planning at 
once for the coordination and ex- 
pansion of all medical services. It 
was stated that the cost of building 
10 additional beds for every 1000. 
persons would be nearly $1% bil- 
lion—taking into account Califor- 
nia’s fast-growing population. 

In order to meet the growing 
needs in California, the committee 
recommended that the state: 

@ Establish a basis through which 
regions of California can develop 
long-range programs for coordi- 
nated expansion of health services. 
@® Make available funds to counties 
for local programs designed to 
reduce need for hospital beds 
through rehabilitation and home 
care. 


Establish a program to. guaran- 
tee construction loans by banks 
and other lending agencies to non- 
profit community hospitals. (De- 
tails p. 106) | 


> NEW YORK CITY HOSPITALS PROVE 
EFFECTIVENESS OF DISASTER PLANS— 
Hospitals in metropolitan New 
York City proved their ability to 
cope with two major disasters 
within four days. In response to 
the mid-air plane collision over the 
city and the fire aboard the air- 
craft carrier “Constellation” at 
Brooklyn Navy Yard in December, 
hospitals mobilized disaster equip- 
ment and personnel with organized 
efficiency. 

In the case of the air collision 
there was only one survivor. Hos- 
pitals, however; were prepared to 
meet every emergency, and rescue 
teams fought severe weather con- 
ditions to locate possible survivors. 

Approximately 44 injured were 
hospitalized in the “Constellation” 
disaster. Ambulances were dis- 
patched with record speed, and 
emergency aid stations were set 
up at the scene to aid rescue work- 


17 


onl 


of 


ers. Hospitals in the area were - 


alerted, and administrators put 
disaster plans into effect and pre- 
pared operating roomsyand beds 
for use. (Details p. 105) 


} AETNA LIFE INSURANCE COMPANY TO 
ADMINISTER GOVERNMENT-WIDE HEALTH 
PLAN—The Civil Service Commis- 
sion has appointed Aetna Life In- 
surance Co. of Hartford, Conn., to 


administer a health coverage plan 
under the new Retired Federal 
Employees Health Benefits Act. 
Under the new program, which 
will become effective next July, 
annuitants may purchase basic 
coverage, major medical coverage, 
or both. Regardless of whether an 
annuitant takes one or both parts 
of the plan, he will receive a gov- 


ernment contribution of $6 month- 


New Technic in Surgical Asepsis... 


Motion picture now available showing the technic for 
isolating the operative wound from the patient’s own skin 
ke wide variety of surgical procedures. 


To schedule a 


Color 
17 minutes 
16 mm. 


This film demonstrates 

both the concept and 
the means of achieving 
more stringeni asepsis. 


Suitable for all groups: 
nurses, interns, 
residents, complete 
surgical staff, hospital 
staff, Infections 
Control 
Committees. 


Premiered on the 
a scientific program of the 
Clinical Meeting of the 


Medical Association, December, 


1959. Approved for inclusion on 
the American College of Sur, on 
list of approv 


send requests to the Aeroplast Corporation, Station A—Box i, 


showing, 
Dayton 3, Ohio. Please mention a preferred and an alternate date. Would you also like 
to show a 16 mm., color and sound, film on the use of spray-on oe surgical dressing? 


This is available for showing with the above film, or separately, 


if you prefer. 


ly toward the cost of his insurance 
if he covers himself and his family, 
or $3 monthly if he covers just 
himself. | 

Participants may elect the plan 
which the commission works out 
with Aetna, or any other qualified 
private plan such as those of Blue 
Cross-Blue Shield, private insur- 
ance companies and retired em- 
ployee organizations. (Details p. 
110) 


) NEW JERSEY CIO COUNCIL TO FORM 
MEDICAL-SURGICAL BENEFIT GROUP—The 
New Jersey State Council of the 
CIO announced last month that it 
would establish a medical-surgical 
benefit group similar to the Group 
Health Insurance plan used in New 
York. : 

Joel R. Jacobson, state CIO 
president and Victor D. Leonardis, 
secretary-treasurer, said the group 
is being formed as a result of “Blue 
Shield’s too frequent and unjusti- 
fied increases in premium rates for 
medical-surgical ‘insurance.” 

The CIO also said the Blue 
Shield’s “indemnification” policy 
rarely covered the full cost of 
services rendered. A special legis- 
lative committee on health care 
costs is presently investigating an 
impending increase in New Jersey 
Blue Shield group rates. 


> UNIVERSITY OF MICHIGAN TO CONDUCT 
NATIONAL STUDY OF HOSPITAL COSTS—— 
Plans for a nation-wide study of 
hospital costs are being formulated 
by Prof. Walter J. McNerney, di- 
rector of the University of Michi- 
gan’s Bureau of Hospital Admin- 
istration. 

The study will involve between 
10 to 20 general hospitals, and is 
being backed by a grant of $126,000 
from the Health Information Foun- 
dation of New York. It will relate 
the “input” of personnel, supplies - 
and equipment to the “output” of 
hospitals in terms of patient serv- 
ices, education, research and pub- 
lic health programs. The study will 
also analyze relationships between 
costs, expenditures and sources of 
income for the hospitals. It will 
examine the ways in which ex- 
penditures vary with qualitative 
factors and how hospital costs 
compare with broad economic 
phenomena. | 
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A beautiful combination of wood and 
aluminum—for private and semi-private rooms and wards 


@ Here is a strikingly beautiful combination of wood and metal—a practical |: 
grouping that is equally well adapted for private or semi-private rooms, or 
wards... The panels are of wood (Rift Oak) for a warm and homelike appear- 
ance and greater practicability. Aluminum is used for the frame work of the 
bedside cabinet and other case work. ; | 

Included in the above pictured room are: No. 20-65-1 All-Electric Hilow 
Bed; No. 2003 Bedside Cabinet; No. 20-614 Overbed Table; No. 20-08 Arm 
Chair; No. 20-07 Straight Chair; and No. 305 Lamp. The No. 20-62 Electric 
Hilow Bed, No. 20-61 Manual Hilow Bed, and the No. 2001 
Standard Height Bed are also available with this grouping. Catalog 
and complete information on request. 


The No. 20-65-1 Ali-Electric Hilow Bed and No. 20-62 Electric Hilow Bed are listed by Underwriters’ Laboratories 
as safe for use with oxygen.—administering equipment of the nasal mask type and half-bed length standard oxygen tent. 


HILL-ROM COMPANY, INC. e BATESVILLE, INDIANA 


(over) 


I 
\ 
HILL-ROM 
SERIES 
z z 
\+ 


SUSPENDED 
INSTALLATION 
4 (dropped from ceiling) 
Recommended for 


existing buildings— 
especially old buildings 
with HIGH CEILINGS 


Note the attractive ceiling plates and the small 
‘ amount of space required to store the curtains. 


i lt is not necessary to coax curtains back to the 
; . stored position. Bunching does not destroy the easy- 
gliding action. 


If the curtain interferes with the view of two patients 
during conversation, it may be pushed over towards 
the window, allowing full view of each patient. 


HILL-ROM COMPANY, 


‘Hill-Rom (aluminum extruded) Screening 


fim 
2 
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This type of A.E. Screening installation is particularly adaptable 
to older buildings with high ceilings. It is easily installed, and 
can be removed with minimum amount of repair to ceiling. The 
track can be suspended any distance from 2” to 12”. With this 
type of installation, standard Hill-Rom curtains can be used. 

The smooth, quiet operation of A.E. Screening is easy on 
patients and nurses alike. The lifetime nylon slides glide quietly 
along the sturdy, extruded, aluminum track. There is no jerking, 
no coaxing, no tugging of the curtains. Hill-Rom curtains are 
made of permanently flameproofed cordette materials in a- 
choice of colors. | 

Hill-Rom A.E. Screening is the one line of cubicle screening 
‘that has been engineered to meet the exacting demands of 
architects, maintenance -engineers and hospital administrative 
groups. In addition to the suspended installation illustrated 


above, there are 
TWO OTHER TYPES OF INSTALLATION: 


Recessed-in-Ceiling 


Surface Mounted 
(flush mounted ) 


(ceiling type) 


New Screening catalog will be sent on request. 


INC. 


BATESVILLE, INDIANA 
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New BFG Surgical gloves can’t collect germs 


The secret is a new kind of colored size identification band. With BFG 7 
gloves, colored size bands are dipped on—leave no niches where staph 
germs can gather. They become an integral part of the glove that can’t 
come off—even under extreme autoclave heat. 


This exclusive ‘‘dip’’ feature makes colored bands easy to BE Goodrich 
or outside the glove — even when folded back for sterilizing. And 
standardized color coding instantly spots the right glove size in sort- 


ing operations. 
Each long-lasting glove has easy forearm fit that never cuts off cir- hos pital and _ 
culation and stays strong after many sterilizations. surgical supplies 


Ask for BFG surgical gloves. Available in sizes 6 through 10. Sold by 
hospital supply houses and surgical dealers everywhere. Hospital and Sur- 
gical Supplies Department, The B.F .Goodrich Company, Akron 18, Ohio. 
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Washer 


Conditioner 
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FASTER, CLEANER RINSES LIVE STEAM REDUCES PRECONDITIONS LOAD 


TROY WX cylinder spins MOISTURE RETENTION Special cylinder design and 


slowly when it drains after Gate wx ‘exclusive BIFURCATOR® duct 
3 washing. Automatic trunion- wee heat during ogi fan preconditions (fluffs) and 
= type spray rinse begins at extraction. Moisture reten- cools load. Pieces are easier 
¥ | once. No time tost to fill tion decreases at least 5% to handle and are just right 
Z 


cylinder for rinsing. Spray over ordinary extraction of for ironing. Duct fan pulls 
rinse forces clean water equal time. ironer produc- hot, moist air out of cylinder 
outside. Three minutes of of steam when door is 
spray rinse equals several opened and load is pulled. 
ordinary deep rinses. | Laundry floors stay dry. 


ONLY troy FLEXIMATic® 

— FOLDS WITH JETS OF AIR |e 

B- | The truly modern, automatic way to fold linens ti 
without blades. 


Saves labor and maintenance costs. 


Only the FLEXIMATIC folder made by TROY 
offers one through six lane. models to match 
linen load with folding capacity. 
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COMPARE 


THESE PLUS FEATURES 
OF THE TROY WX 


NO VIBRATION PROBLEM 


NEW ANTI-VIBRATION* suspension 
system permits TROY WX to be in- 
stalled on any floor strong enough 
to support loaded machine. This 
automotive-type torsion bar acces- 
sory eliminates transmission of vi- 
bration to floors and building. No 
special foundations necessary. 


“patent pending 
5 SAFETY FEATURES — 


25 
A " 
5 
j 
4 
4 
$ 


TROY WX® Combination completes 
entire washing-extracting-conditioning 
cycle in the same time as ordinary 
washer cycle alone! 


TROY LAUNDRY MACHINERY DIVISION OF 


EAST MOLINE, ILLINOIS 
Divisions of American Machine and Metals, Inc. 


“TROY LAUNORY MACHINERY + RIEHLE TESTING MACHINES - 


FANS - 


FABRICS 
MENTS + LAMB ELECTRIC COMPANY - 
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TOLHURST CENTRIFUGALS + FILTRATION ENGINEERS - 
NIAGARA FILTERS + UNITED STATES GAUGE + RAHM INSTRU- 
HUNTER SPRING COMPANY + GLASER- 


STEERS COPORATION 


DE BOTHEZAT 
FILTRATION 


100, 200 & 
375 ib. MODELS 


FOR COMPLETE DETAILS, SEE YOUR TROY REPRESENTATIVE 
OR SEND COUPON AT ONCE — — 


TROY LAUNDRY MACHINERY, Dept. H-161 
Division of American Machine and Metals, Inc. EAST MOLINE, ILLINOIS 
Please send me full details on TROY WX Washer-Extractor. 3 


> 


NAME 


FIRM 


ADDRESS 


CITY @ ZONE STATE 
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Hospital ‘news service’ 
entertains, informs 


In 1886, when 
35 Sisters as- 
sumed the oper- 
ation of the 
100-bed St. 
Elizabeth’s Hos- 
pital in Chicago, 
the Sisters had 
the opportunity 
to get to know 
each patient and 
his family since 
the average pa- 
tient stay was 
41 days. Desir- 
ing to maintain this personal con- 
tact today, when the average pa- 
tient stay is approximately seven 
days and the same number of staff 
members have increased respon- 
sibilities, the Sisters recently de- 
veloped a daily “‘news service” for 
adult patients. 

The information is disseminated 
on colorful stand-up tray cards 
(5% by 4% inches), which are 
placed on the patients’ noon-day 
tray. | 

To keep some order and editorial 
balance in the news service, the 
subject matter is divided into 10 
categories. Five days each week the 
news concerns hospital affairs: 
history of the institution, the re- 
ligious order, or the health profes- 
sions; divisions of hospital service 
and equipment used; personnel 


24 


(physicians, volunteers, nurses and 


nonnursing employees, students 
and Sisters); human interest 


items about patients, also statis- 


tics; the community; current 


events; education and safety pro- 
grams. On Sunday the copy con- 
cerns a spiritual subject, or a brief 
familiar prayer. 

The news about the hospital 
service is informal and brief. It is 


‘hoped that the patient will find 


something interesting to discuss 
later with his friends. “This takes 
the hospital out into the commun- 
ity which it serves and in time 
establishes something of a rela- 
tionship it once held with the pa- 
tients’ families,” explains Sister 
M. Joann, P.H.J.C., administrator 
of the hospital. 

One day each week the tray 


card is blank. Patients are invited 
to report on themselves or their 
care, and to make suggestions. 
Most of the comments pertain to 
food and the personnel directly 
concerned with the patient’s phys- 
ical care. 
The mechanics of the news 
service are complicated by the 
limitations of colored stock and 
illustrations. This is how it works. 
Four illustrations are printed on 
«an 8% by l1l-inch sheets of good 
quality paper (blue, ivory, yellow 
and green). There are five such 
sheets which provide a total of 20 
illustrations. Messages are mimeo-. 
graphed on the inside of the card; 
the headline and illustration on 
the front side. Cut into four pieces, 
each 8% by ll-inch sheet makes 
four different tray cards which 
are folded horizontally before | 
being placed on the patient’s tray. 
From 150 to 200 tray cards are 
distributed each day, 365 days of 
the year. Distribution is managed 
by members of the hospital’s di- 
etary staff. The staff also collects 
patients’ comments. 


(Continued on page 26) 
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Twinpakt Sponges are guaranteed sterile. This guarantee has real meaning 
because packages are sealed by a drug fold, which has always been accepted as 
the one, sure germ-free closure. 


Opening the TWINPAKT package is simple and practical — one continuous 
tearing motion exposes the sponges on their sterile field (no gadgets or trick seals). 


The staggered arrangement of the sponges in the package is highly practical 
too, allowing easy removal of sponges one at a time with forcep or hemostat 
(another Marsales exclusive). Also available in 4” x 3”. 


We will send samples of these new, time and money-saving 
TWINPAKT sterile sponges on request to Dept. H4. 


marsales 


DIVISION OF HERMITAGE COTTON MILLS 
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“serving hospitals exclusively” 


62 WORTH STREET » NEW YORK 13, N. Y. 
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WHICH CULTURE 


COULD BE TAKEN 


FROM YOUR COILS? 


Three cultures above were taken from the Audited water | 


on the refrigeration coils of a hospital air conditioning sys- 
tem. The fourth (lower right) was taken from the Kathene® 
solution in a Kathabar® unit protecting a vital area in the 
same hospital. | 

If you culture the exposed water in the air conditioning 
system for surgery, nurseries, and other critical areas in your 
hospital, you may find compelling reasons for looking into 
the protection offered by Kathabar air conditioning. 


SURFACE COMBUSTION 

Division of Midland-Ross Corporation Cyr 
2388 Dorr St., Toledo 1, Ohio 
Send “Air Hygiene for Hospitals” 


city zone _state 


- 
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Only twice since the service was 
initiated last February has there 
been an interruption in service. 
And both times there were com- 
plaints from patients. “It would 
seem that the daily news service 
has become a part of hospital life,” 
comments Sister Joann. “‘Although 
the service is not as good as a 


personal chat with each patient, 


it keeps the Sisters indirectly in 
touch with the patients, and the 
patients up-to-date on the hospi- 
tal’s affairs.” 


Iowa hospital finds 
croup tent economical 


A homemade croup tent which 
has a professional appearance and 
which saves blankets, sheets and 
employee time for the hospital has 
been developed by Mrs. Theda 
Truitt, R.N., staff nurse at Musca- 
tine (lowa) General Hospital. Mrs. 
Truitt’s innovation has not only 
proved profitable for the hospital, 
but it also won for her a $25 award 
from the Iowa Hospital Associa- 
tion. 

Mrs. Truitt’s project placed first 


in one of a series of contests in 


which all hospital employees in 


Iowa, except administrators and 


assistant administrators were en- 
couraged to submit projects or 
programs that they had developed 
and that had met with success. | 
The croup tent is made of un-- 
bleached sailcloth and stitched with 
heavy webbing. At one end of the 
crib on the top rail, snaps are 
sewn on the sailcloth or ties are 
sewn under the flap in order to 
fasten the tent to the bed. The tent 
is not fastened at the other end of 
the bed so that it may be easily 
turned back to care for the patient. 
At two places on each side of the 
tent, grommets are fastened to the 
sailcloth, or ties provided, for 
fastening the sides of the tent to 
the bed. The latter provision also 
helps ensure patient safety. |.~ 
Mrs. Truitt reports that the tent 
can be fashioned to have little or 
no sag. She also states that it is 
easy to wash. The use of tents 
made of sailcloth also saves on 
hospital blankets and sheets which 
are often used in improvising croup 
tents. With a standard croup tent, 
employees need spend little time 
assembling the tent for patient 
use. 
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What Every Hospital Official Needs to Know 


about the AIRKEM PROGRAM 


for ENVIRONMENTAL HEALTH 


not — how it works 
— why it works — and the seven benefits 
it brings. 

“The Airkem Program” is a phrase rapidly 
gaining a fame of its own in the nation’s 
leading hospitals. 


It is a scientific but extremely simple pro- | 


cedure for achieving a clean, odorless, 
agreeable and healthful environment —for 
patients, visitors and staff. It works, it suc- 
ceeds. It produces a new and beneficial 
“Chimate” in every hospital where it is tried. 


No mystery about it! 


The Airkem program goes to the heart of 
the problem. It is the only complete pro- 
gram of basic hospital sanitation mainte- 
nance. It cleans all surfaces. It disinfects 
—kills bacteria. It kills insects—all kinds. 
And it kills odors by counteracting them. 
No other odor is added. 


Procedures are simple, and easy to estab- 


lish. All that’s needed are the indicated > 


Airkem products, used in the proper way 
in their proper places in the hospital. Hap- 
pily, these Airkem procedures actually 
save money and save time, compared to 
usual procedures. Why? Because they com- 
bine two or even three functions in one 
operation, and cut down the work-load of 
your maintenance staff. 

Nothing is omitted—no room, no depart- 
ment. The Airkem program embraces all 


FOR 
A HEALTHIER 
ENVIRONMENT 
THROUGH 
MODERN CHEMISTRY 
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| increases hospital prestige. 


walls and bien. rest rooms, laboratories, 
kitchens—and such special problems as bed 
pans, urinals, surgical waste receptacles, 
diaper cans, garbage cans—even the stench 
from live animals or odorous patients. 
Airkem matches a treatment to each air 


space, each odor problem, each cleaning 


and sanitation task. 


7 Benefits from the AIRKEM 
ENVIRONMENTAL HEALTH PROGRAM 


1. Promotes a patient's speedy recovery. 
2. Removes mental burden on patient 
suffering from odorous disease. 


. Reduces incidence of cross-infection. 
. Improves worker morale and efficiency. 
. Helps hold and keep trained personnel. 
. Reduces work-load on maintenance 
staff. 
7. Creates more favorable impression on 
visitors, enhances reputation in the 
community, improves public relations, 


> w 


Result: A clean, odorless, agreeable and 
healthful environment. throughout the 
hospital. 


Only Airkem Offers Such a Program > 


The program hinges on a unique and ex- 
clusive Airkem technique that combines 
natural odor-counteractants with the’ in- 
gredients of commonly-required main- 
tenance products. As a result, Airkem 
products do not contaminate the environ- 
ment as ordinary maintenance products 
do. Instead, they produce an air-freshened 
effect while performing routine mainte- 
nance tasks. 

No other cleaning product, or disinfecting 
product, or insecticide product is “like” an 
Airkem product. No other program of san- 
itation maintenance is “like” the Airkem 
program. 

Inquire. The coupon will bring complete 
information. 


Airkem products are safe. No Airkem 
products contain formaldehyde. None re- 
lease ozone. None can induce an anesthetic 
or narcotic effect on nasal tissue or the 
perceiving senses. 


John Hulse, Dept. H-1 


Airkem, Inc., 241 East 44th St., New York 17, N. Y. 


() Send free 44-page brochure on Environmental Sanitation. 
(] Have your representative call for free survey. 


27 


Se 
a 
é 
| | j 
| 
| ! 


a 


Now with Velva-Soft-G 


linens 


can fight infections 


These companion photomicrographs show Velva-Soft-G’s effective antibacterial 
control on a laundered sheet placed in a suitable medium seeded with Staphylo- 
cocci. At left is the untreated sheet with dark “‘staph”’ colonies growing profusely. 
At right is the sheet treated with Velva-Soft-G. This picture clearly shows that. 
Velva-Soft-G inhibited bacterial growth. 
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What Velva-Soft-G is: 


It is a special cationic fabric softener with 
specific antibacterial chemicals to control 
a wide spectrum of germs, including the 
antibiotic-resistant strains of Staphylococ- 
cus aureus. Because of its cationic charge, 
Velva-Soft-G readily attaches itself to fab- 
ric when it’s applied in the last cycle of the 
laundering operation. 


Why it was developed: 


Resistant strains of Staphylococcus aureus 
are held responsible for patient infection 


in many hospitals. Velva-Soft-G was de- 


veloped to help hospitals’ over-all environ- 
mental sepsis program—by controlling the 


spread of organisms on lint. The final for- 


mula evolved from variations tested on 
approximately three million pounds of 
hospital-washed linens. 


How it controls germs: 


Effective with the first application, Velva- 
Soft-G does two important things. (Regu- 
lar laundering techniques do not do them. ) 


1. It gives fabric an antibacterial shield 


which remains effective even in prolonged 


storage. Velva-Soft-G effectively inhibits 
bacterial growth all the time linens are 
used. It continues to be effective in the 
crucial time when linens are being returned 
for re-washing and re-treatment. 


2. Itsubstantially reduces the incidence 
of air-borne infection through lint control. 


Bacteria literally ride on the lint particles” 


from patient to patient. Lint is caused by 
fiber breakage. Velva-Soft-G’s lubricity re- 
duces fiber wares and subsequent lint 
formation. 


- Velva-Soft-G does even more: 


It softens all fabrics to increase patient 
comfort. It eliminates ammonia formation 
and odor in urine-soiled linens. Velva-Soft-G 
controls many strains of mildew-causing 
fungi which can be a problem when soiled, 
linens are stored prior to washing. 
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It is not toxic to patients: 


Hospitals have evaluated Velva-Soft-G on 
linens used for many months without find- 
ing a single case of dermal sensitization 
due to Velva-Soft-G. 


It is economical: 


The cost is less than 3¢ per patient, per 
day. This should be considered in view of 
the objective of controlling infection on 
all hospital-treated linens. Velva-Soft-G 


‘can provide certain operating economies, 


too. It makes the laundry load easier to 
handle; reduces extraction and drying time; 
and eliminates static electricity for faster 
feed through the flatwork ironer. In addi- 
tion, all treated fabrics will have a longer 
wear life because Velva-Soft-G’s fiber lu- 
bricity reduces breakage. 


Organism Counts on Treated and Untreated Linens* 


*Upper figure beg! of operation, lower figure the end. 


Over-all 
oe Treatment Ist 2nd |'st 2nd 3rd 4th Bath Avg. 
Total Organisms per M1.* , 
(no load) : 1 ] 0 2 4 2 1.5 


2. Regular Load (bed jackets) 130 | 20 | 100 | 130 
Never treated with germicide 138 | 22 170 | 110 


3. Regular Load'(bed jackets) 0 1] 2 
Treated with Velva-Soft-G 
before patient use 0 0 1 1 


155.0 


0.9 


The over-all average indicates that Velva- 
Soft-G apparently reduced the high growth 
of organisms to the virtually perm-cree level 
of the tap water. 


For technical information on clinically- 
proven antibacterial treatment for hospital 
linens with Velva-Soft-G, please write: B. J. 
Augst, Manager, Industrial Soap Division, 
Armour and Company, 1355 West 31st 
Street, Chicago 9, Illinois. — 


ARMOUR AND COMPANY 


Industrial Soap Division 


1355 West 31st Street 
Chicago 9, Illinois 


| 

225 | 165 | 320 | | 

110 | 290 | 200) 

| 1] e | 

| 2 0 | 0 = | 
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from headguartens 


Restoring conductivity 


What are the procedures for restor- 
ing conductivity to terrazzo operating 
room floors? 


This is a problem faced by many 
hospitals. It probably is not 


' brought about by poor mainte- 


nance or poor construction but by 
the fact that the conductivity 
gradually decreases with age of 


the floor. In fact, five years’ life 
for a conductive floor is usually 
the extent of a contractor’s guar- 
antee. 


o restore conductivity, the floor — 


first should be ground down about 
1/16 of an inch and allowed to dry 
for two weeks. At the end of this 
period, the floor may be treated 
with the following solution: 6/10 
of an ounce of calcium chloride in 


SPECIAL 


NOTICE 


Zack Rogers Associates Inc. takes pleasure in announcing that 

effective January Ist, 1961, they have the world-wide exclusive 

representation of the famous ORTHO-TRAC Hospital Orthopedic 

and Fracture Equipment line, manufactured by the well-known 
- manufacturers, Jarvis & Jarvis, Inc. of Palmer, Massachusetts. 


Zack Rogers Associates Inc. has been representing the Gilbert 
Hyde Chick Co., Oakland, California, for the last sixteen years, 
and the same representatives of Zack Rogers Associates Inc. will 
be calling upon you again shortly after January Ist, 1961, with 


‘the new line. 


ar 


ZACK ROGERS 
President 


5 BROADWAY 


ORTHO-TRAC 
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JAMES W. MAHAN 


ZACK Ro GERS// 
SSOCIATES inc. 


EXCLUSIVE 
WORLD-WIDE DISTRIBUTOR OF 


HOSPITAL ORTHOPEDIC 
and FRACTURE EQUIPMENT 


Vice. President 


EAST PATERSON, N. J. 


342 ounces of water per square 
foot of floor space. This solution 
should be applied and allowed to 
remain on the floor. After one 
month the floor should be tested 
and an additional application of 
the calcium chloride solution be 
made if conductivity has not re- 


- turned. 


If conductivity cannot be re- 
stored to your present floor, you 
may wish to consider laying a 
second conductive floor on top of 
the present one or coating the 
present floor with a cobductive 
material. 

Needless to say, once operating 
room floor conductivity has been 
restored, housekeeping procedures 
should be closely controlied in or-— 
der that an insulating film is not 
laid down on the conductive floor- 
ing. 

A useful article in maintaining 
conductivity was published in this. 
Journal April 1, 1958.* 

—G. A. WEIDEMIER 


Anesthesia for outpatients 
What are the standards for ad- 


ministration of general anesthesia in 
a hospital outpatient department? 
Would a different set of standards 
apply if only nonexplosive anesthetics 
were used? 


_ For administration of general 
anesthesia in a hospital outpatient 
department, the same standards 
applicable to inpatient care should 
be met. These should include: 

Adequate physical facilities and 
equipment. These should meet the 
requirements outlined in the Na- 
tional Fire Protection Association 
Bulletin No. 56. Areas in which 
the use of flammable gases is con- 
templated should be equipped with 
conductive flooring and this should 
be properly maintained and tested 
regularly. 

Properly grounded equipment 
should be provided. Anesthetic 
equipment should include, in ad- 
dition to that required for admin- 
istration, apparatus necessary for 
dealing with anesthetic complica- 
tions. 

In the care of the patient, it is 


*Sereda, P. J. How to keep conductive 
floors conductive. J.AH.A. 32:71 


' April 1, 1 
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Statistics tell us that, in about 30% 
of all operations, surgical gloves 
break or are cut. Surgically clean 
hands are vital. This is one of the 
reasons so many hospitals use 
Hexa-Germ—a white, viscous, liquid 
antiseptic skin detergent with 3% 
hexachlorophene. | 
Tests show that routine use of 


Hexa-Germ degerms skin to a degree - 


GET HANDS AS GERM FREE AS HANDS CAN BE > 
WITH HEXA-GERM ANTISEPTIC SKIN DETERGENT WITH HEXACHLOROPHENE 


approaching sterility. It has also been 
proved effective in preventing staph- 
ylococcal skin infections in the new- 
born nursery. Because Hexa-Germ is 
blended with lanolin and petrolatum, 
it replaces the natural emollients lost 
through prolonged cleansing. 

A special preservative in Hexa- 
Germ is highly active against all kinds 
of bacteria, including Gram negative 


microorganisms. This preservative 
protects Hexa-Germ against contami- 
nation that can result in handling, 
from the shipping containers to the 
dispenser jars, with a wide margin 
of safety. See our representative, the 
Man Behind the Huntington Drum, for 
full details and send for the Hexa- 
Germ Research Bulletin to get an- 
notated test results. 


Where research leads to better products. .. Hi U ae Ti ia GTO a | 


HUNTINGTON ite LABORATORIES ~ HUNTINGTON, INDIANA « Philadelphia 35, Pennsylvania « in Canada: Toronto 2, Ontario 
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essential that a preanesthetic his- 
tory and examination be made and 
recorded. It is essential that anes- 
thesia be administered by or under 

the supervision and responsibility 

of one medically qualified. A prop- 
a er anesthetic record must be kept 
with recorded observations of vital 
signs at suitable intervals. Follow- 
ing anesthesia, the patient should 
be under constant observation by 
individuals who are competent to 
deal with complications and who 
are working under medical su- 
discharge, a 


postanesthetic medical examina- 
tion recording sequelae or com- 


plete recovery should be recorded © 


and signed by the physician re- 
sponsible for the anesthetic. 
These are essentially the stand- 
ards necessary for the safety of 
the patient and the protection of 


the hospital and the physician, and © 


should be applied in every case, 
whether to inpatients or outpa- 
tients. 

The exclusive use of Te 
sive anesthesia would, of course, 
obviate the use of many of the 


Perry DISPOSABLE 


Latex Surgeons’ Gloves” 


CUT COSTS, SAVE 


TIME 


Dependable 
Perry Disposable 
gloves eliminate laun- 
dering, sorting, test- 
ing, mating and 
wrapping. The 
open Perry-Pack 
with “Scotch” brand 
autoclave indicator 
tape is instantly 
ready for sterilization. 
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Perry 


DISPOSABLE LATEX. 
SURGEONS’ GLOVES 


@ provide “bare hand” 
sensitivity and minimal 
operating fatigue. 


@ minimize possibility of 
cross infection. 


@ conform with govern- 
ment specifications ZZ- 
G-421, Amendment 4. 


@ are available in white or 
brown, sizes 6 to 9, in- 
cluding half-sizes. 


@ are furnished with en- 
velope of Bio-Sorb® 
dusting powder for. your 
convenience. 


Bio-Sorb is a registered trademark of Ethicon, Inc. 


precautions which are necessary 
when flammable gases are used. In 
our opinion, in equipping an area 
for the administration of anesthe- 
sia it would be preferable to pro- 
vide all the safeguards necessary 
to permit freedom in the choice of 
the anesthetic agent to be used. 
Many of the flammable anesthetic 
agents are preferred by anesthe- 
tists as being otherwise safer for 
the patient. In an area not pro- 
tected against explosion hazards, 
the choice of such agents would 
be precluded. 

It is also necessary to remember 


that oxygen must be available for 


administration and is frequently 


used in these areas. Certainly pre- 
cautions must be observed in its 
use.—FREDERICK N. ELLIOTT, M.D. 


Use.of reserve fund 


For a number of years, our hospital 
has been funding a reserve for de- 


preciation and replacement which, as | 


an element of expense, we derive as 
income from patient charges. In the 
past, purchase of capital items of a 
replacement nature has been charged 
to this reserve, while purchase of new 
capital items has been charged to the 
general fund derived from gifts, be- 
quests, etc. We would appreciate your 
comments of whether it would be 
proper to use the reserve fund for 


both new and replacement capital — 


items. 


The question raised is one which 
demands a local decision based on 


- a number of factors. Perhaps the 
prime factor is the community’s 


attitude toward and its ability to 
support the hospital in its financial 
needs. Another of these factors 
would be the policy established by 
the board as it relates to the finan- 
cial management of the hospital. 

It is an accepted practice that 
depreciation should be included in 
the determination of hospital costs 
and these costs recovered through 
the charges made for the services 
rendered. 

Principle 2.310 of the American 
Hospital Association’s statement 


of Principles of Payment for Hos- 


pital Care reads as follows: 
“Depreciation on buildings and 
equipment, in accordance with 
(Continued on page 114) 


The answers to these questions should not be con- 
strued as being legal advice. Hospitals with legal 
problems are advised to consult their own attorneys. 
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Push-Button Copies 
from Microfilm _ 


Viewing alone doesn’t fully satisfy the needs of your microfilm @ 
system. You need paper enlargements, and you want these | 
copies to be sharp, contrasty, neatly trimmed black-on-whites, 
obtained without delay or inconvenience of a darkroom. You 
get precisely what you need from a PHOTOSTAT DOCUMAT 
Reader-Printer. In the full-size viewing screen you select the 
record you need, and you get copies by simply pressing a 
button. * This convenient desk-top unit costs little more than 
a viewer. You can get it from PHOTOSTAT, the organization 
you've learned to trust. 


é 


PHOTOSTAT.—the most respected name in graphic reproduction 


EQUIPMENT AND SUPPLIES — MICROFILM « OFFSET « PHOTOCOPY « COPIER 


Please send details of: 


0 PROCEDURAL MICROFILMING [J OFFSET DUPLICATING 
| PROJECTION PHOTOCOPYING [J OFFICE COPYING 


PHOTOSTAT CORPORATION 


ROCHESTER 3,N.Y.,A SUBSIDIARY OF Itek CORPORATION 
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ROFESSIONAL DIVISION 


TENTH OF A SERIES WITH SIGNIFICANT SUGGESTIONS FOR CONTROLLING CROSS INFECTIONS 


spread of flu and flu-like illnesses which, all too 

frequently, lead to staphylococcal pneumonia and 
death in high-risk patients. Although the influenza epidemic 
wave of the first three months of 1960 was not as severe 
as the Asian-flu winter of 1957-1958, the USPHS still con- 
siders that it caused 26,000 excess deaths during the period. 
Of these, 80% were in patients over 65 years old and 90% 
were attributable either to pneumonia-influenza or com- 
plications of renocardiovascular diseases. Unlike many 
viruses, the influenza virus can and does persist for days in 
virulent form in the environment unless destroyed by in- 
tensive disinfection measures. 


Hy of and illnesses which, all too 


Last month, when we first told you about our new 
Amphyl® Spray Disinfectant and Deodorant, we were so 
intent on its convenience and effectiveness as a spot dis- 
infectant and air deodorant that we forgot to mention one 
of its very good features. This is that it does not leave an 
oily or sticky residue. To demonstrate this, one of our 
technical representatives applies Amphy] Spray to his white 
shirt cuff! For surfaces, you can demonstrate it on a glass 


door or mirror—but why not spray it right on to a door 


handle or bed side table where it can go to work as the 
disinfectant it is? Would you like our descriptive folder and 
bacteriologic reports on Amphyl Spray? If so, please 
write us. 


“Staphylococcal enteritis or staphylococcal diarrhea 
among our hospitalized patients is a source of concern to 
us, since we do not know its exact relation to potentially 
fatal pseudomembranous enterocolitis, to the possible role 
of intestinal staphylococci in serving as a reservoir for 
staphylococcic infection of other patients in our hospitals, 


: or to the transfer of these intestinal organisms to other parts 
. of the body where their presence may present serious prob- 


lems, such as wound infections, pneumonia and septi- 
cemia.’ 

Drs. Dearing and Needham of the Mayo Clinic and 
Mayo Foundation made the above comments after a two- 
year study of 243 consecutive, hospitalized patients whose 
stool cultures revealed the presence of Staph. aureus. 
(J.A.M.A., Nov. 19, 1960) Although none of the seven 
stated purposes of this study was evaluation of the extreme 
dangers of cross infection, awareness of this potential is 
evident throughout the report. 

In the care of such patients, housekeeping meas- 
ures are essential to help avoid autoinfection of the patient, 
spread of organisms to other patients, and infections of 
personnel. Thorough disinfection of floors and equipment, 
as well as linens and blankets, is dependably accomplished 
with any one of the L&F refined phenolic disinfectants— 
Amphyl®, O-syl®, and Lysol® disinfectants or Tergisyl®, 
our detergent-disinfectant. As you know, all are widely 
microbicidal, including staphylocidal, pseudomonacidal, 
tuberculocidal and fungicidal. Specific recommendations 
for using each product are available for individual or group 
instruction. If you need multiple for teaching pur- 
poses, just let us know. We'll be to send them. 


If you’re wondering whether it's still important for a 
disinfectant to be a tuberculocide, cansider this statistic 
from the Virginia Public Health Department. In the years 
1957 to 1959, 42% of the tuberculous individuals who died 
were first identified as such on the death certificate. 


Many long-range reports now being published confirm 
that, in most hospitals, staph infection exists at an endemic 
level. Goal of contamination control measures is to lower 
that level and to prevent emergence of epidemics or, should 
they occur, to curtail them quickly. Isolating patients ad- 
mitted with staph infections, as well as those developing 
staph infections after admission, is now widely recom- 
mended. Frequently, the success of such units in preventing 
spread of infectious organisms throughout the hospital de- 
pends upon specific and dependable disinfection procedures 
within the isolation unit. Use of Amphyl® on floors, walls, 
furniture and fixtures and in laundering blankets, linens, 
and curtains will destroy these offending organisms. Our 
new literature covers specific instructions for Amphyl dis- 
infection of isolated units. Bacteriologic data is, of course, 
included. May we send it to you? — 


B for eliminating staphylococci from 50 blankets: add 
1 gallon of Amphyl® to 100 gallons of water, rotate for 
3 minutes, soak for 10 minutes, add soap Or detergent and 
follow usual washing procedure. If residual antibacterial 
effect is desired, add 1% Amphy) to last rinse. 


If there’s any doubt in your mind about the basic role 
that bactericidal floor cleaning can play in infection con- 
trol, please write us for a reprint of the article “The Floor 
As A Reservoir Of Hospital Infections”, by Carl W. Walter, 
M.D., and Ruth B. Kundsin, Ph.D., as published in Sur- 
gery, Gynecology & Obstetrics, October, 1960. Graphic 
comparisons are made between bacterial counts when floor 
disinfection is done at 30-day intervals and 24-hour inter- 
vals. The difference is significant. 


Have you a baffling contamination control problem in 
your hospital on which we might help? Although we realize 
that disinfection is only one part of the complete control 
program, as you know, it is an important one. Our research 
laboratories and technical advisers are ready to help and I, 
personally, would like very much to hear from you. 


General Sales Manager 


LEHN & FINK PRODUCTS CORPORATION 
4934 LEWIS AVENUE, TOLEDO 12, OHIO 
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—on nomenclature 


E HAVE commented from time 
-to time on the almost num- 
berless (if there is such a thing as 
an almost absolute) facts contained 
in Part 2 of the August 1 Guide 


Issue of this Journal. We believe— . 


not immodestly, we hope—that 
Part 2 of our Guide Issue is really 
quite an unusual publication. It is 
a ready reference, providing ad- 
ministrators with the names and 
telephone numbers of their col- 
leagues throughout the country. It 
is a census, listing all the hospitals 
in the United States, its territories, 
and Canada which meet a reason- 
able definition of that term, “‘hos- 
pital”. It is an activity report, 


describing in detail what has hap- 


pened in hospitals. It is a unique 
compilation of statistics past and 
present on which the future of our 
hospital systems can be plotted. For 
the Hayden Nicholsons, the Louis 
Blocks, the Robert Sigmonds, the 
Delbert Pughs and countless others 


deeply involved in the planning 


process, the Guide Issue is a well 
of information almost too deep to 
be plumbed. But of all the miners 
along this rich vein of factual ore 
(mixing a metaphor), none has a 
more unusual bent than Mr.. Elmer 
L. Harvey, whose fascinating paper 
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editorial notes 


we are delighted to present in this 
issue of our Journal. 

Mr. Harvey spent many winter 
nights in Wisconsin last year study- 
ing the names of hospitals as 
found in the 1959 Guide Issue. He 


came up with such fascinating facts © 


as that there may be hundreds and 
hundreds of Smiths in any metro- 
politan telephone directory but, as 
far as he discovered, there is only 
one Smith hospital. He meticulous- 
ly counted letters in names and 
discovered that the longest in all 
the list was the “Primary Chil- 
dren’s Hospital of the Church of 
Jesus Christ of Latter-day Saints” 
in Salt Lake City. At the other end 
of the scale were the two shortest, 
“Gateways” in Los Angeles and 
“Ivy Haven” in Newark, N.J. If one 
has the opportunity to name a hos- 
pital and wants to be different, 
one ought to leave out the word 
“memorial”: 60.7 per cent of all 
hospitals carry that word. 

For those who do not reside in 
Cochise County, Arizona, there 
couldn’t help but be an inward 
wincing at being admitted to the 
Tombstone General Hospital. There 
are waters galore: Sweetwater, 
Stillwater, Gladewater, Goldwater, 
Clearwater, etc. Minerals abound: 
copper, iron, carbon, steel. 

We think that of all the names, 


the author has a favorite. We know 
it is ours. It is the hospital in Sid- 
ney, N.Y., which is called, The 
Hospital. 


—squaring the circle © 


OU’RE SOMEWHAT of a square 
L hospital circles today if you 
can’t converse knowledgeably—or 
sound like you conversing 
knowledgeably—on the round hos- 
pital. We have talked about and 
built hospitals in divers shapes in 
the past, a la pavilion, cruciform, 
soaring straight into the sky, ram- 
bling over the rolling greensward. 
Perhaps the design of the future 
is circular—but only perhaps. And 
buildings are built not just for 
today but for many tomorrows. 
Fads in women’s coiffures and cha- 
peaux may be bewildering but they 
are less risky than fads in con- 
struction. The theater in the round 
made a dent but didn’t really 
budge the orthodox stage with its 
towering proscenium. The hospital 
in the round may be the hospital 
of the future, and it may not be. 


~. This is a plea for straight looks 


at-the round, the kind of serious 
study done by Madelyne Sturde- 
vant and heg colleagues in Roch- 


.ester, Minn., and reported in the 


American Hospital Association’s 
monograph series.* This is also a 
plea for the kind of informed de- 
bate which was presented in Wash- 
ington, D.C., last month at the 
AHA Institute on Hospital Design 
and Construction by the consult- 
ant, Anthony J. J. Rourke, M.D. 
(speaking against, by assignment) 
and the architect, E. Todd Wheeler 
(speaking for, by assignment). 
Their remarks will be given a 
much wider audience*than at the 
institute because we plan to pub- 
lish them in this Journal within the 
next several months. 

Innovations are not to be re- 
jected out of hand, just because 
they are—or seem to be—innova- 
tions. But they are not to be ac- 
cepted simply because they are— 
or sound—new. It is difficult to do 
objective research in an environ- 
ment with so many variables as 
the hospital. It isn’t impossible. 

*American Hospital Association, Hospital 
Monograph Series No. 8, Comnarisons of 


Intensive Nursing Service in a Rectangular 
Unit. Chicago, The Association, $3. 


35 


oO 
x > 
= 


a is a disease which 
plagues many different types 
of organizations. It is most likely 
to occur in organizations which 
produce a service rather than a 
product, because of the difficulty 
in measuring productivity. Hospi- 
tals, by their nature, produce a 


personalized, nonstandardized type | 


of service and are particularly sus- 
ceptible. 

When a hospital suffering from 
this disease is examined, it is 
noticed that :ne work force is con- 
stantly expanding, although the 
expansion is hardly perceptible 
from day to day. Repeatedly, a 
temporary part-time employee is 
added to the staff to meet a crisis. 
Soon he becomes a temporary full- 
time employee. Within a month or 
two, he has become a permanent 
full-time employee. Then, at the 
next crisis, another plea comes 
from the supervisor for one more 
person, and the cycle begins again. 

Rarely are personnel additions 
made in wholesale lots. Usually 
they are added one or two at a 
time for what seems at the time a 
legitimate reason. By the end of 
the year, however, a sizeable num- 
ber of new employees have been 
added to the hospital’s work force. 


WIDESPREAD DISEASE 


It would be insignificant if this 
were a rare disease affecting only 
an isolated huspital here and there. 
Unfortunately, however, this dis- 
ease seems to be widespread. In 
fact, it is so widespread that it 
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The organizational disease of over- 
staffing, especially prevalent in hospi- 
tals, is so widespread that it passes for 
a normal condition, the author states. 
Although the disease may not be cur- 
able, the author notes, there are posi- 
tive measures to be taken for its 
control. 


often passes for the normal condi- 
tion. On the national hospital 
scene, manifestations of it can be 
seen in the following tabulatien of 
the average number of full-time 
equivalent employees per occupied 
bed in short-term general hospi- 
tals: * 


1946 1.48 1953 1.83 
1947 1.51 1954 1.98 
1948 1.62 1955 2.03 
1949 1.69 1956 2.07 
1950 1.78 | 1957 2.11 
1951 1.71 | 1958 2.25 
1952 1.75 


Few will argue that much—per- 
haps most—of the increase can be 


explained in terms of need for ad- 


ditional personnel because of 
shorter working hours, increasing 


complexity of hospital routine, in-. 


creased procedures, etc. The very 
fact that the trend can be justified, 
however, has encouraged a danger- 
ous, almost fatalistic attitude that 
it is inevitable and irreversible. 
There seems to be a tendency to 


‘ justify every staffing increase by 
' noting that it is in line with a na- 


tional trend, or that it is happening 


in other hospitals: This line of. 


thinking is very much like a bad 


*Figures compiled from back issues of 
Part 2 of the Guide Issue, Hospirats, 
J.AH.A. Originally stated in terms of em- 
ployees per hundred patients, figures were 
translated by author into employees per 
occupied 


boy who justifies his behavior by 
saying that “all the rest of the kids 
are doing 


SOCIETY PARTLY TO BLAME 
Some of the blame for the prob- 


-lem undoubtedly rests with society 


as a whole. It is possible to see a 
breakdown in the national attitude 
toward responsibility and author- 
ity and in the amount of work a 
person is expected to do in a day. 
This is particularly true of many 
of our younger workers. In the 
hospital, as in industry, there is a 
natural carry-over of this attitude 
from the home and school. Paul A. 
Lembcke, .D., makes some 
thought-provoking comparisons of 
staffing patterns in Swedish hos- 
pitals and United States hospitals 
in a recent article.! In 1956, Swed- 
ish hospitals needed only 6.77 
employee hours per patient day, 
whereas U.S. hospitals, as a whole, 
needed 10.72 to give essentially the 
same service. In reviewing some of 


- the reasons for this difference, Dr. 


Lembcke notes that “the Swedish 
hospital employee seems to have 
been brought up by family, school 
and community in a tradition of 
individual responsibility and ac- 
countability. He has a sound basic 
education to which special skills 
can be added without elaborate 
instruction. He is usually proud 
and dignified in his work.” 

Can we honestly say that this 
same definition applies to our hos- 
pital workers as a whole? There 
seems to be an almost undeniable 
correlation between attitude to- 
ward work of hospital employees 
and staffing patterns in the two 


HOSPITALS, J.A.H.A. 


~J 
We: 
tif 
¥ 
the 
i 
% 
| 
5 


by MALCOLM D. MacCOUN 


countries. We speak with derision 
of the bricklayers who have al- 
legedly decided among themselves 
how many bricks each will lay in 
a day. Perhaps the same situation 
‘exists in hospitals where fre- 
quently it is the workers them- 
selves who have decided how many 
people are necessary to “get the 
work done”. 


CAUSES OF DISEASE 


Although some of the causes for 
this condition seem rooted in so- 
ciety, we cannot take refuge in this 
excuse any more than we can ab- 
solve ourselves of blame because 
“everybody else is doing it’. In 


fact, the most serious causes, the 


controllable causes, are within the 
hospital organization itself. The 
more important causes include: 

1. Lack of employee motivation 
to the full responsibilities of his 
job. 

2. Lack of awareness by depart- 
ment heads and supervisors of the 
fact that their responsibility in- 
cludes cost of service, as well as 
results. 

3. Adherence to the philosophy 
which holds that the answer to 
every problem is “more help”, 
when frequently the solution is 
better help or better supervision. 

. 4. Uncritical acceptance by ad- 
ministrators of requests from 
department heads for staffing in- 


creases. All too frequently, hours. 


are spent by the administrator 
justifying an expenditure involv- 
ing the purchase of a $2400 piece 
of equipment and only minutes on 
the addition of a clerk costing 
$2400 per year. ; 
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5. Traditional emphasis on the 
number of people necessary to run 
a department instead of the num- 
ber of hours necessary to perform 
a task. 

6. Lack of objective, hospital- 
wide or individual hospital stand- 
ards for staffing. Frequently, 
available staffing standards are 
based almost entirely on the opin- 
ions of the employees doing the 
work. 

7. Lack of a budget, or an un- 
realistic one which accepts, without 
question, last year’s results as a 
base upon which to build this 
year’s budget. 

The above is not a complete list, 
but it does include the chief causes 
of the disease. | 


CONTROL OF DISEASE 


Alleviation of this disease in- 
volves a two-phase program of 
treatment: one phase aimed at 
controlling future additions to the 
staff, and another aimed :at eval- 
uation of the present staffing pat- 
tern. In both phases, the key to 
success lies in the development of 
a proper organization-wide atti- 
tude. | 

Developing this attitude starts 
with acknowledgement by the ad- 
ministrator that an improper at- 
titude exists. He must be convinced 
that adding personnel is rarely the 
answer to problems of quality or 
quantity of service. He must then 
instill this attitude in all: super- 
visory personnel within the organi- 
zation. Each supervisor must learn 
to accept full responsibility for all 
phases of activity within his area. 


Full responsibility must include 


cost, as well as quantity and qual- 
ity of service. 

Supervisors must be taught to 
evaluate the full implications of 
proposed solutions to their prob- 
lems, especially those solutions 
which involve additional personnel. 
The lowest-paid employee. repre- 
sents a tremendous investment over 
a period of years. For example, a 
$200-a-month clerk represents an 
expenditure of almost $10,000 
every four years. Because of this, 
supervisors should carefully con- 
sider all possible solutions before 
recommending additional person- 


nel. Frequently, a thorough anal- 


ysis of the problem shows that a 
better solution lies in one of the 
following: 

1. Better supervision 
. Better training of employees 
. Revision of work schedules 
. Mechanization. 
. Simplification of duties 

6. Reassignment of duties to 
other workers 

Should it become apparent to the 
supervisor, however, that adding 
personnel is the only. answer, he 
should be required to make his 
request in writing. This written 
request should include a full ob- 


jective analysis of the problem, 


any alternate solutions considered, 
and a complete explanation of how 
the new person will be used. De- 
tails should include the hours the 
new employee will work, the duties 
he will perform and how his duties 
will fit in with the responsibilities 
of his co-workers. 

The administrator should review 


ae, MONTHLY DEPARTMENT EXPENSE REPORT 
The following is a summary of direct expenses charged to your department during the month / 
of 21960 
Actual Budget Actual Budget 
Hours Dollars Hours Dollars Hours Dollars Hours “Dollars 
Supplies & ’ 
Please review the above report and approve it by signing the duplicate copy and returning it 
to the Controller's Office: 
(Depar t Hea Signature) 
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the supervisor’s report fairly but 
critically. He should determine 
that all statements made in the 
report can be substantiated in fact. 
He should be especially wary of 
conclusions based on opinions and 
of statements that are indefinite 
regarding details, or qualified by 
many “‘ifs’’. . 
If the hospital is fortunate to 
have on its payroll a staff assistant 


whose responsibility is work sim-_ 


plification or methods improve- 


ment, this person can be used to 


advantage in testing the objectivity 
of the request. David Littauer, 
M.D., for example, discusses the 
success of such a technique used 
at Jewish Hospital of St. Louis.? 

Education of supervisory person- 
nel to the full responsibilities of 
their job, the requirement that all 
requests for additional personnel 
must be complete and in writing, 
and a rigidly enforced rule that no 
staff additions may be made with- 
out written approval of the ad- 
ministrator will go a long way 
toward controlling future additions 
to the work force. 


OBJECTIVE STANDARDS NEEDED 


This program alone, however, 
does not go far enough. It concerns 
itself only with future staffing ad- 
ditions and is rarely based on really 
objective information about the 
present staffing pattern. 

The second phase of the treat- 
ment is aimed at this problem. 
Hospital administration has been 


38 


slow in developing objective hos- 


pital-wide standards for measuring 


performance from the economic 
standpoint. Staffing standards on 
anything but an individual hospi- 


tal basis are practically unknown. 


Despite the problems involved, 
hospitals as a group can and should 
develop these standards. For too 
long we have used the excuse, 
“Every hospital is different and has 
different problems”. While there 
may be structural differences from 
institution to institution, hospitals 
are enough alike in most respects 
that some basic research should be 
possible. 


In the absence of uniform staff- 


ing standards, it is important that 
each hospital establish its own 
pattern. The best and perhaps the 
only way to establish meaningful 
information regarding numbers of 
personnel necessary is to establish 
and maintain a work simplification 
or methods improvement program, 
coupled with a program of em- 
ployee evaluation. Each task should 
be questioned. What function does 
it serve? Is it necessary? Why? 
Can it be eliminated? Why not? 
If not, can it be simplified, mech- 
anized or improved? How? 

After each task or group of tasks 
has been reviewed, the worker 
performing the task should be 
evaluated. Is he overqualified? 
Is the quantity or quality of serv- 
ice affected because of a poor 
worker? Could a properly qualified, 
properly trained employee produce 
enough more to justify upgrading? 

This type of analysis must be 
made of every task performed in 


the organization. In the large hos- © 


pital, it can best be done by a 


specially trained staff person work- 
ing in conjunction with the line 


supervisors. In the past, task evalu- 


ation by line supervisors working - 


alone has led to the adoption of 
subjective and biased standards. 
With this type of approach, the 
objectivity of the specialist offsets 
the subjectivity of the line super- 


-visor. The supervisor provides de- 


tailed information on results re- 
quired; the specialist provides 
knowledge of methods. 


A CONTINUING PROGRAM 


Because this is a comprehensive 
and far reaching program, it must 
be a continuing effort. Establish- 


ment of standards should not wait 
its completion but should be modi- 
fied from time to time according to 
information made available by the 
analysis. | 
The end product, the staffing 
standards based on this program, 
should be in the form of a person- 
nel budget. This budget and the 
thinking of both the administrator 
and the department heads should 
be stated in terms of man-hours. 
necessary to perform tasks, rather 
than the number of employees to 
staff a department. This is espe- 
cially important in larger hospitals 
with many part-time workers. 


- Counting heads becomes meaning- 
less, because the hours worked may 


vary greatly while the total num- 
ber of personnel remains constant. 
An hour of work is an hour of 
work. Whether it is performed by 
a full or a part-time employee 
makes no real difference. 

The establishment of an objec- 
tive man-hour budget will not, in 
itself, guarantee performance ac- 
cording to the budget. Every de- 
partment head should receive regu- 
lar budget reports showing the 
performance of his department in 
both man-hours and dollars, as 
compared with the budget figures. 
(See figure, p. 37.) This report. 
should be sent in duplicate to the 
department head and should in- 
clude questions and comments by 
the administrator, when appropri- 
ate. The department head should 
be required to reply to these com- 
ments on’one copy and return it, 
signed, to the administrator. In the 
case of significant deviations from 
standards, and on frequent other 
occasions, the administrator should 
have a budget conference with the 
department head. These confer- 
ences will help to strengthen the 
hospital philosophy that supervis- 
ors are responsible for cost, as well 
as services produced. 

Overstaffing is a serious organi- 
zational disorder which may never 
be completely cured. It can be con- 
trolled, however, if treated with 
large doses of internal education, 
coupled with a program establish- 
ing objective staffing standards. ® 
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NOT APPLY 
ANNUITY INSURANCE 
RETIREMENT 

HEALTH CARE? 


SUBJECT of financing health 
care of the aged appears to be 
an urgent item on the agenda of 
the incoming Congress. The Presi- 
dent-elect was one of the principal 
sponsors of the social security 
method in the last Congress, and 
he made it clear during his elec- 
tion campaign that this subject 
was to be a major consideration in 
his program. | 
Those of us who favor the vol- 
untary approach to financing health 
care for the aged must recognize 
that the next weeks or months may 
be the time for decision. If we are 
to be effective, we must present a 
proposal that is simple, clear and 
has - reasonable possibilities for 
success in solving the problem. 
The purpose of this paper is to 
present the broad outlines of such 
a proposal—a new approach. The 
author would be the first to recog- 
nize that this idea needs refine- 
ment by experts in insurance and 


finance. It would seem, however, . 


that the collective genius that de- 
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by KARL S. KLICKA, M.D. 


An insurance annuity type approach 
to financing health care for the aged 
offers distinct possibilities for success, 
the author contends. With this system, 
payment for care would come from a 


fund built up during the productive 


years of the insured. He discusses such 
a system, noting some of the problems 


that could be expected. 


veloped our voluntary health in- 
surance system from nothing to its 
present great strength in less than 
a generation could be mobilized to 
analyze this proposal and strength- 
en it where necessary... 


NEW SYSTEM NEEDED 


What is needed is a system that 
will provide health-care to persons 
who are retired without requiring 
payment for it from their small 
retirement incomes. Instead, pay- 
ment for this care should come 
from a fund, earmarked for health 
care, which would have been built 
up during their productive years. 

How much money would such a 
fund require per person? Studies 
recently published by the Univer- 
sity of Michigan and by the Health 


PRINCIPLES 


Insurance Foundation. show that 
the average expenditure for all 
health services for persons 65 years 
and over is approximately $180 per 
year. It is known too, that a-per- 
son at 65 years of age has an 
average life expectancy of 15 
years. The arithmetic from here is 
quite simple—the average fund 
to be built up for the future life- 
time health care expenditure of 
each person who reaches 65 is ap- 
proximately 15 times $180, or 
$2700. This sum does not appear 
so great that the magnificent struc- 
ture of voluntary health insurance 
has to be sacrificed to obtain it for 
the aged. 

The major difficulty so far has 
been that we have grown accus- 
tomed to thinking of health insur- 
ance as a form of term insurance. 
It is in effect while premiums are 
paid, and it lapses when premium 
payments are not made. For some 
reason, we have not been prepared 
to face up to the fact that aged 
persons, living on retirement in- 
comes, simply cannot afford to 
keep paying out the necessary 
premiums. 

But term insurance isn’t the only 
type of insurance available. An- 
nuity insurance, which is paid for 
during one period of time and pays 
out certain sums of money during 
another period, is also available. 


If the. principle behind this type 
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of insurance is applied to the pres- 
ent problem, it becomes possibie 
to purchase for a modest price an 
annuity paying $180 per year for 
life after age 65. A person buying 
such an annuity at age 40 would 
be charged $63.80 per year until 
age 65, and after that, nothing. 
If the person bought the annuity 
at the beginning of his working 
lifetime, it would cost far less than 
$63.80 per year. 4 


A PROPOSED SYSTEM 


If the annuity system is sound, 
why not adopt it, with the modi- 
fication that payments would be 


made in health services instead of — 


cash? It is quite encouraging to 
learn that this is precisely what is 
being done by the Blue Cross Plan 
of Cleveland. This Plan has an- 
nounced that benefits will be con- 
tinued for life without charge for 
persons who have had 40 years of 
Blue Cross coverage. This Plan 
cannot come into full force im- 
mediately, because Blue Cross it- 
self hasn’t been in existence for 
40 years. In the meantime, those 
individuals who have had shorter 
periods of coverage will pay re- 
duced premiums. This Plan offers, 
for example, a 50 per cent pre- 
mium discount for those who have 
had between 21 and 25 years of 
coverage. 


THERE WOULD BE PROBLEMS 


In all honesty, however, prob- 
lems would be encountered and 
would have to be faced, in carry- 
ing out the kind of proposal ad- 
vanced here. 

First, it would be a formidable 
task for the present voluntary 
system—involving scores of Blue 
Cross Plans and hundreds of in- 
surance companies—to provide 
continuous coverage over a life- 
time span to our mobile popula- 
tion. Yet, it is basic to our way 
of life that people should be able 
to shift jobs between different em- 
ployers and even between widely 
separated parts of the country. 
But the kind of health insurance 
that an employer carries for his 
workers is not a major factor in 
the decision to change jobs. The 
first major problem to be solved, 
therefore, is how to provide for 
the constant shifting of reserves 
that would be required for the 
employees who move between Blue 
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Cross and commercial insurance 
coverage. 

Second, there is a sizable pro- 
portion of our population that is 
simply too improvident to take 
part in such a program voluntarily. 
These are the people who will not 
accept the idea of making present 
sacrifices for future benefits. To 
them, the problems of the future 
will somehow solve themselves. 
There really is no way of knowing 
how large this group is, and it 
would be insulting even to imply 
that all of those who are in need 
have been improvident. It cannot 
be denied, however, that there is 
a group that cannot be expected 
to participate voluntarily. The 
second major problem, then, is 
how to get adequate participation 
under a voluntary insurance sys- 
tem. 

Still other problems arise from 
the uncertainties of the cost esti- 
mates currently employed. The 
estimate used in this paper is that 
our elderly people are now spend- 
ing an average of approximately 
$180 per year for health services. 
Perhaps the same services will cost 
30 per cent more in a few years; 
certainly postwar experience has 


been one of uninterrupted rises in’ 


health service costs. Aside from 
rises in price levels, can it be as- 


_ sured that the aged would continue 


to use the present amounts of serv- 
ices if economic barriers were 
withdrawn? Again, experience 
suggests that more service will be 
demanded and used under insur- 
ance. Whatever system is adopted 
for financing health care for the 
aged must provide for the proba- 
bility that current estimates of 
cost will be exceeded. The pro- 
gram will require constant sur- 
veillance by competent actuaries, 
with provision for periodic adjust- 
ment of premium levels. 


MEETING THE PROBLEMS 


Can the problems mentioned be 
solved better under a voluntary 
system rather than under the com- 
pulsion of the social security ap- 
proach? Let us not blind ourselves 
to the persuasiveness of some of 
the arguments of those who put 
their faith in the governmental 
system. They can point, for in- 
stance, to a remarkable record of 
precision and economical admin- 
istration in the organization that 


maintains individual lifetime in- 
surance records for virtually the - 
entire working population of the 
country. The same organization 
sends out more than 14 million 
payments every month to retired 
and disabled persons and their de- 
pendents, and to the survivors of 
workers who die. Practically every- 
one is covered by this system, 
regardless of whether he chose to 
come into it, and coverage con- 
tinues no matter where he moves 


_or how often he changes jobs. 


These are strong points that we 
can expect to be marshalled against 
a voluntary insurance plan. Thus 
far, the major answers to such 
arguments have been stated in 
terms of high principle—that a 
governmental program of payment 
for health care would subvert the 
voluntary hospital system. Some 
would say that the hospital field 
was ready to.abandon this princi- 
ple when it urged that the Medi- 
care program for servicemen’s de- 
pendents be adopted. Are there 
any reasons to regret our partici- 


pation in that program? For that 
matter, are we ready to eliminate 


the Hill-Burton program, which 
has used governmental funds to 
aid the construction of hundreds 
of voluntary hospitals throughout 
the country? Of course not. On the 
other hand, we cannot stand firm 
on a position of principle that is 
abandoned whenever it seems to 
suit us. 

More than principles are in- 
volved here. The voluntary pre- 
paid health insurance system, 
whether it takes the form of Blue 
Cross-Blue Shield or commercial 
insurance, has proved its value to 


the people of this nation through 


its record of service. The full ex- 
tent of this service is reflected in 
the growth pattern of membership 
in Blue Cross and hospital insur- 
ance programs from approximately 
12 million subscribers by the end 
of 1940 to almost 128 millien at 
the end of 1959. Over the same 
period, the number of persons un- 
der surgical expense protection. 
rose from 5,350,000 to 116,944,000, 
and. the number with regular 
medical expense protection in- 
creased from 3,000,000 to 82,615,- 
000. 

These facts prove that ‘the vol- 


(Continued on page 117) 
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HE INCREASING incidence of 
ace illness resulting from 
lengthening of the lifespan and 
changes in our economic and social 
patterns has evoked a number of | 
responses in the organization and 
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HOME CARE — 
Summary of a comprehenswe study 


This article presents the background 
and results of a comprehensive study 
of home care programs. The full report, 
Home Care, is the ninth in a series of 
monographs issued by the American 
Hospital Association. Copies are avail- 
able from the AHA, 840 North Lake 
Shore Drive, Chicago 11, for $2.75 


per copy. 


provision of health services. One 
of these is home care, which may 
range in scope from a simple pro- 
vision for visiting nurse service 
in the home, supported by some 
medical supervision and limited 
auxiliary services, to a complex of 
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coordinated services concerned 
with the total medical, nursing, 
restorative and socioeconomic 
needs of the patient cared for in 
his home. 

The authors, in a new monograph, 
consider the general structure of a 
home care service, describe the 
organization and operation of the 
home care program of the Jewish 
Hospital of Saint Louis, and com- 
pare this program with other hos- 
pital-based programs and those 
operated by visiting nurse agencies, 
public health departments and 
medical schools. The obstacles that 
have hindered rapid development 
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ol home care are also analyzed. 


On the basis of the experiences 
with a hospital-based service and 
an analysis of 15 representative 
programs, it:was found that home 
care is a valuable component of 
comprehensive patient care and 


‘can take its place with care in 


general hospitals, in nursing insti- 
tutions, in homes for the aged, in 
special facilities, e.g., rehabilitation 
institutes, and in physicians offices 
or outpatient departments. The 
program’s primary objectives are 
to expedite recovery of the patient 
by therapeutic: and rehabilitative 
measures applied in the home; to 
prevent or postpone disability; to 
prevent or shorten ‘institutional- 
ization; to maintain integrity of the 
family unit during illness of one 


of its members; and to keep the 


costs of care within the limits 
necessary to achieve these objec- 
tives. Secondary objectives are to 
train health personnel and to con- 
duct research in the organization 
and application of medical care in 
the home. 

Home care is particularly suited 
to meet health needs of the home- 
bound, long-term sick in the older 


age groups who do not require 


(except during periods of work-up 
and exacerbation) the resources of 
the general hospital. However, 


: home care is applicable to selected 


patients of any age, and to patients 
having acute as well as chronic 
illness. It is a resource for patients 
of all economic levels and should 
not be restricted to the welfare and 
medically indigent groups for lack 
of a suitable mechanism of financ- 
ing. 

Home care per se is not a device 
to save money on hospital care. 
Although this goal may be realized 
ultimately by reducing the need 
for hospital beds, at present it 
must be considered as another 
health benefit that increases the 
total community health bill. 


PROGRAM PROBLEMS 


The costs of organized care of 
illness in the home must be deter- 
mined and standardized more ac- 
curately than has been done in the 
past. There are wide variations in 
reported costs per day by different 
programs, depending on type of 
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organization, purpose of program, 
range and depth of services offered 
and allocation of indirect or over- 
head costs. Little is known about 
the important oost per case, in 
terms of direct dollar expenditures 
for immediate care and, equally 
important, in terms of the costs of 
providing community service. 

Levels of performance vary 
widely also. They are influenced 
by type of sponsorship and organi- 
zation, purpose of program, capa- 
bilities and availability of medical 
and ancillary personnel, intake and 
discharge policies, types of pa- 
tients and categories of diseases 
handled and supporting services 
available. It is essential that ap- 
propriate standards and controls 
of performance be developed. 

The impact of home care on the 
general hospital, on patterns of 
medical practice, on family life and 
on community needs and organi- 
zation for health service must be 
assayed. Research is especially 
needed concerning the advantages 
—therapeutic, ‘social, psychological 
and fiscal—of home care as com- 
pared with other kinds of care for 
specific health problems. 


ESSENTIAL ELEMENTS 


Organized or .coordinated home 
care is defined as a phase of com- 
prehensive medical care given to 


homebound patients not needing — 


hospitalization. The essential ele- 
ments of home care are medical, 
nursing and social services, and 
inpatient facilities for those re- 
quiring hospitalization. Almost as 
essential are such elements as 
physical therapy, homemaker serv- 
ices, laboratory, x-ray and other 
diagnostic facilities, availability of 
appliances and sick room equip- 
ment and access to consultants in 


the various medical specialties. A- 


complete home care program 
should include restorative serv- 
ices, such as occupational and 
speech therapy, vocational coun- 
seling, nutritional advice, and ac- 
cess to nursing homes and foster 
homes for placement of those who 
have no homes or whose homes are 
not suitable to accommodate them. 

In order to be effective, these 
services must be organized into an 
appropriate structure. Home care 
programs presently in operation 
most frequently include a central 


administrative control responsible 
for the program and the policies; 
a coordination arid evaluation team, 
usually comprised of’ a physician, 
public health nurse and medical 
case worker, all of whom are re- 
sponsible for the initial screening, 
for coordination of services and re- 
sources used, periodic review and 
final discharge of the patient; a 
service team comprised of members 
of various disciplines who are di- 
rectly responsible for the health 
needs of the patient within the 
context of his home and family 
environment; and the supporting 
inpatient facilities, necessary for 
patients who may require hospital- 
ization. This last may either be an 
organic part of the sponsoring 
group or an affiliated service. This 
organization structure has been 
found appropriate for programs 
that primarily serve the welfare 
and medically indigent patients. 


TYPES OF PROGRAMS 


At least three major types of 
home care programs are now rec- 
ognizable: those sponsored by and 
based upon hospitals; those con- 
ducted by visiting nurse associa- 
tions, and those operated by public 
health or welfare agencies. A few 
others fill specialized purposes. 
They may be found in metropoli- 
tan, urban and rural settings. Re-. 
gardless of type of sponsorship, 
each of these programs attempts 
to furnish medical, nursing and 
rehabilitative services to selected 
patients in their homes, with a 
view to shortening length of hos- 
pital stay, speeding recovery and 
bridging a gap in community 
health services for those patients 
who are too ill to visit a physi- 
cian’s office or an outpatient clinic, 
yet do not need hospital care. 

The cost of operating these pro- 


“grams ranges from approximately 


$3 to $7 per patient per day. The 
sources of financing have been 
principally from tax funds or | 
private and public grants-in-aid, 
with only a smattering of pay- 
ments coming from patients or 
from voluntary prepayment health 
insurance. 

Care of patients in their homes 
need not be confined solely to those 
in the old age groups afflicted with 
metabolic and degenerative _ill- 
nesses of long duration. Individuals 
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- of any age may be treated success- 
fully in their homes. Nevertheless, 
to date, organized home care has 
shown its greatest usefulness in 
meeting the health, social and 
economic needs of that segment of 


the population represented by the 


elderly chronically ill. 


THE JEWISH HOSPITAL’S PROGRAM 


The home care program of the 
Jewish Hospital of Saint Louis, a 
500-bed hospital in a metropolitan 
setting, has been functioning for 
six years. The service is organized 
as one of the regular professional 
departments of the hospital. The 
medical director, who is responsi- 
ble for all facets of departmental 
operation, including standards of 
care, assignment of cases, selection 
and supervision of personnel, con- 
ferences, records, reports and bud- 
gets, oversees the work of the co- 
ordinating group and the service 
‘teams. This includes physicians, 
nurses from the visiting nurse as- 
sociation, social workers, physical 
therapist, occupational therapist, 
laboratory technicians and house- 
keepers. Medical specialists, den- 
tists and a nutritionist are used in 
consultation as needed, and senior 
residents in medicine and surgery 
are in charge of selected cases. 
Families play an essential support- 
ing role in the immediate care of 
their relatives. The diagnostic and 
therapeutic services of the hospi- 


tal are used to support the pro- 


gram. Sick room equipment. is 
furnished by a medical supply 
rental company. 

A number of conditions must be 
met before a patient can be ac- 
cepted into the home care program. 
The medical criteria for acceptance 
are: thg patient will benefit from 
medical care in the home; he must 
be seen: by a physician at least 
once every two weeks but usually 
not oftener than once a week; he 
is homebound, unable to travel to 
an outpatient clinic. 

The social criteria for acceptance 
are: availability and suitability of 
the home; willingness of the pa- 


tient to accept home care service; 


willingness of the family or rela- 
tive to accept the. patient whole- 
heartedly back into the home and 
to assist home care personnel in 
treating the patient. 

The Jewish Hospital’s home care 
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ever, 


program has given care success- 
fully to patients in foster homes 
and in proprietary nursing homes. 
It also encourages convalescing pa- 
‘tients to take part in the day care 
activities of an old folks home. 

The home care program of the 
Jewish Hospital is not self-sup- 
porting. Less than 10 per cent of 
the operating expenses have been 
recouped from fees paid by pa- 
tients and there is no coverage by 
the local Blue Cross plan. How- 
private philanthropy has 
made up the difference. 


COMPARISON OF PROGRAMS 


Fifteen home care programs were 


compared for such organizational 


characteristics as type of sponsor- 
ship, objectives, types of patients 
served, and types of community. 
Insofar as statistical data lent 


themselves to comparative analy- 


sis, the programs were compared 
for rejections, ages, sexes, diag- 
nostic groups, length of stay, dis- 
position at discharge, comprehen- 
siveness of services and costs. 

From this analysis, two very 
tentative conclusions emerge as 
hypotheses meriting further re- 
search: (1). that hospital-based 
programs tend to provide more 
intensive and comprehensive serv- 
ices than community-based pro- 
grams, especially with reference 
to the frequent use of physicians, 
social workers and occupational 
therapists as active members of 
the team. Conversely, community- 
based programs tend more often 
to emphasize frequent use of phys- 
ical therapy and housekeeping 
services; and (2) that the deploy- 
ment of home care staff varies 
significantly with the professional 
identification of the coordinator or 
director of the program. 


HINDRANCES TO GROWTH 


An important hindrance to any 
home care program, possibly the 
most important, has been the ex- 
clusion of care in the home from 
the framework of hospital and 
medical insurance plans. Blue 
Cross-Blue Shield and the com- 
mercial insurance companies are 
enabling millions of individuals to 
afford the costs of health care in 
the hospital. Coverage for ambula- 
tory services is limited largely to 
emergencies, and care in the home 


is not included at all. When the 
criterion for reimbursement is the 
inhospital status of the patient, 
the urge for care in the hospital 
rather than in the home becomes 
irresistible. 

The financial obstacle is being 
surmounted by the inclusion (as 
yet principally experimental) of 
home care benefits in such areas 
served by Blue Cross Plans as 
New York City, Detroit, Denver, . 
Rochester, N.Y., and Topeka, Kans. 
Benefits range from simple home 
nursing care to comprehensive 
services. Up to the present time, 
commercial insurance companies 
generally did not cover the services 
provided under organized home 
care programs. 

Other limiting factors to the 
growth of home care services are 
the indifferent and questioning at- 
titude of the practicing physician, 
the lack of enthusiasm by hospital 
administrators and their govern- 
ing boards, shortages of qualified 
personnel, deficiencies In commu- 
nity organizations and lack of 
knowledge of this health resource 
on the part of the patient and his 
family. 


CONCLUSION 


Although home care may be or- | 
ganized under a variety of aus- 
pices, the general hospital must in 
any event play a key role. Patient 
population comes from all age 
groups and economic classes and 
needs treatment for a broad spec- 
trum of illnesses. The hospital is 
accustomed to meeting require- 
ments for standards, controls, rec- 
ords and statistical data. It already 
possesses the basic personnel and 
diagnostic and therapeutic serv- 
ices, as well as the administrative 
“know-how”, essential to the suc- 
cessful organization and operation 
of a coordinated home care pro- 
gram. It can give assurance of hos- 
pitalization for the patients when 
they need it. 

It is, therefore, concluded that 
a program sponsored and adminis- 
tered by a general hospital which 
sees itself as a true community 
health center offers the type of 
home care which is best for pa- 
tients, for hospitals, for the health 
professions, for participating serv- 
ice organizations and for the com- 
munity. | = 
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(ABOVE) One of the special features that Fairview Park Hospital pro- 
fessional library offers the medical staff is the ‘“‘x-ray of the day’’. 
This is a diagnostic contest in which members of the professional staff 
give their diagnoses and drop the entry into the diagnosis box. Each 
day the x-ray films change and the winners and the correct diagnosis 


oo of the size or scope 
of the hospital library, hospi- 
tal administrators have just reason 
to be concerned with the effective- 
ness of the hospital Hbrary pro- 
gram. 

Hospital administrators should 
be thoroughly satisfied that the 
medical library facilities and the 
services offered are essential for 
the proper and continuous devel- 
opment of the members of the 
medical staff. They should be satis- 
fied that the library is used fre- 
quently and intelligently by the 
staff. The library should perform 
its function for as many individ- 
uals as possible, and improvements 
should be made when needed. 

Each year substantial sums are 
expended by hospitals in a con- 
tinuous effort to keep their librar- 
ies as up-to-date as possible. It is 
the task of hospital administrators 
to see that these dollars are spent 
as effectively as possible. In this 
sense the following general ques- 
tion should be asked: “How can 
the typical medical library become 


Vernon D. Seifert is administrator, Fair- 
view Park Hospital, Cleveland. 
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An imaginative and progressive hos- 
pital “professional library” program, 
geared to serve not only the medical 
staff but also paramedical personnel 
and students in hospital technical 
schools, is a worthwhile goal for any 
hospital, the author contends. He dis- 
eusses the basic functions and objec- 
tives of such a program and describes 
one hospital’s library program. 


a more meaningful resource in the 
professional development .of our 
institutions?” 


LIBRARY’S BASIC FUNCTIONS 


As the first step in developing 
constructive answers to the above 
question, it is necessary to look at 
the basic functions of any hospital 


from the day before are posted. (BELOW) The integrated professional 
hospital library and the trained librarian are geared to serve all medi- 
cal and paramedical personnel and students. Up-to-date technical litera- 
ture, journals and textbooks, as well as the helpful suggestions from 
the librarian are available. 
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library. There are three: (1) the 
need to serve the patient, (2) the 
need to serve the medical staff and 
(3) the need to serve the students. 
These are ‘the three groups with 
which the typical hospital library 
has been concerned up to this time. 

Now it is necessary to talk about 
not only the typical medical li- 
brary, but also to review the more 
inclusive concept of the “‘profes- 
sional library”, or the integrated 
library. If hospitals redirect their 
thinking to include only two large 
groups served by a library, it is. 
found that there still is a need for 
a “public library’, or a general 
interest library that is of value 


to patients, personnel and staff 
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within the hospital, as well as a 
“professional library” that encom- 
passes the field of technical data. 
This includes the large field of 
textbooks and technical and pro- 
fessional journals which the medi- 
cal staff and all other professional 
and paramedical individuals in the 
hospital have as a part of their 
respective fields. It is the hospital’s 
obligation to stimulate all such 
persons to keep pace with and, if 
possible, contribute to the develop- 
ment of their respective fields. 


HOSPITAL LIBRARY OBJECTIVES 


In 1953 the Joint Committee on 
Standards of the American Library 
‘Association, Special Libraries As- 
sociation and the Medical Library 


Association published a_ booklet 


entitled “Hospital Libraries, Their 
Objectives and Standards’”’. In this 
booklet, a general outline of the 
library’s needs in each of the three 
areas mentioned above was de- 
tailed. One objective suggested by 
this joint committee was, “to assist 
and further the education, reading 
and research program of the pro- 
fessional staff of the hospital, by 


providing and maintaining in an- 


easily accessible, attractive and 
adequately equipped library, suf- 
ficient scientific literature and li- 
brary services to meet the require- 
> ments of the staff in studying and 
providing constantly improved pa- 
tient care”’. 

The objectives established by 
the Joint Committee for Nursing 
School Libraries are as follows: 
“The purpose of the Nursing School 
Library is to forward the educa- 
tional objectives of its particular 
school. The primary function, 
therefore, is to aid in the education 
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of students by maintaining an at- 
tractive and adequately equipped 
library which will complement, 
correlate and extend the work of 
the classroom and to serve the 
library needs of the faculty. Its 
secondary purpose is to provide 
stimulating, informative and en- 
riching noncurricular and recrea- 
tional material.”’- These standards 
go on to establish the basic needs 
of the well established library 
program as they pertain to per- 
sonnel, patients, physical facilities, 
budget, etc. 

In other words, the basic func- 
tions of a hospital professional li- 


brary are: 


1. To assist in and ee the 
education of the members of the 
professional groups found within 
the institution. 

2. To be a resource center for 
information sought by members of 
the professional groups. 

3. To help stimulate the mem- 
bers of the professional -group in 
the fields of research and develop- 
ment. 

4. To keep pace with the litera- 
ture related to the various profes- 
sional groups and to stimulate the 
use of the literature by all ac- 
ceptable means at hand. 


MEDICAL LIBRARY 


Considering the medical library, 
the functions of this library service 


are dependent upon several factors, 


including the clinical, educational 
and research programs of the hos- 
pital, the special interests of spe- 
cial professional groups, the physi- 
cal facilities available, the extent 
of training of personnel in the 
library and the budget. | 

The medical library must help 


to fulfill an imperative need of 
the physician in his efforts to keep 
abreast of his field. The effective 
library program can ¢hallenge the 
exceptional physician and contrib- 
ute meaningfully to his profes- 
sional growth by stimulating his 
interests in research and extended 
study. In a similar manner, such 
a program can stimulate the aver- 
age physician to accept new con- 
cepts and to live in the forefront 
of medicine. In short, a physician’s 
professional growth becomes a 
continuous process in which the 
hospital library plays a vital role. 
The medical library should be- 
come an instrument of professional 
growth and academic development 
within the institution. It should 
be capable of meeting the varied 
needs of the specialties within the 
practice of medicine. In order to 
meet these needs effectively, the 
library must be well supplied with 
current journals and up-to-date 
textbooks and must have adequate 
financial support, so that it can 
systematically keep up-to-date 
vear by year. 

The medical staff is not the only 
group in the hospital to be served 
by the library. Hospitals having 
schools of nursing education or 
other technical schools have stu- 
dents who need a well run library 
as an educational resource. 


PROFESSIONAL LIBRARY 


In Fairview Park Hospital, we 
have ceased to think of our library 
as a medical library alone, but 
have come to think of it as a pro- 
fessional library that not only 
serves the medical staff but also 
serves all other allied professional 
and paramedical groups within the 
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hospital. The professional library 
can and should become a tool of 
management, created and operated 
to meet the needs of all groups 
who should be concerned with con- 
tinuous technical development in 
their field. At Fairview Park Hos- 
pital, for example, we have a fully 
accredited school of nursing and an 
approved school of medical tech- 
nology, as well as approvals for 
medical internship and residency 
training programs. We also con- 
duct an administrative residency 
program. All of these students 
have continuous need for current, 
up-to-date textbooks and general 
reference material. When we con- 
sider not only the medical staff 
and its needs, but also the other 
hospital groups, even the smaller 
hospital has just reason to be con- 
cerned with the adequacy of its 
professional library program. 


PATIENTS’ LIBRARY 


In addition to meeting the tech- 
nical needs of the medical staff and 
students, there is need for a gen- 
- eral library for patients and per- 
sonnel. The general library needs 
of our patients are met through a 
very satisfactory arrangement with 
the Cleveland Public Library. A 
branch of the Cleveland library 
is maintained directly within the 
hospital, with an appropriate room 
set aside in which a minimum 
inventory of reading material is 
maintained. This inventory is added 
to or deleted from weekly. Twice 
a week, a librarian and an assist- 
ant from the Cleveland library 
spend the day at our hospital and, 
with a book ‘truck, visit all pa- 
tient units, offering book selec- 
. tions to patients and personnel. 
Personnel, as well as patients, also 
visit the library room and obtain 
reading material. A book deposit 
box is situated on each floor of the 
hospital in the elevator lobby. 
Books returned in this manner are 
collected by the librarian each day 
she visits the hospital. 

The success of this program is 
evidenced by the high circulation 
of reading material among patients 
and personnel. The circulation is 
approximately 1000 volumes per 
month and has been continually 
increasing since the beginning of 
the program. 

Although a_ successful library 
program can become a great stim- 
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ulus to professional growth in the 
hospital, a weak, ineffective li- 
brary program is worse than none 
at all. An unused library, one that 
does not have the enthusiastic sup- 
port and confidence of the profes- 
sional team, is an economic waste. 
As in so many other areas, there 
are few bargains in good profes- 
sional library service. Adequate 
financing to accomplish a satis- 
factory job is money well spent. 
Anything short of this is wasteful 
and may as well not be attempted. 

In Fairview Park Hospital, a 
professional library committee 
serves as the coordinating commit- 
tee for all library services. Mem- 
bers of this committee are the 
chairman of the medical staff li- 
brary committee, the chairman of 


the school of nursing library com- © 


mittee, a member of the faculty of 
the school of medical technology, 
and, of course, the medical hbrari- 
an. The administrator or his assist- 
ant sits in on this committee in an 
ex officio capacity. The chairman of 
the professional library committee 
is chosen by members of the com- 
mittee, with chairmanship rotat- 
ing each year. The library com- 
mittee meets regularly, at least 
quarterly, or upon call by the 
chairman. Acquisitions for and de- 
letions from the resource material 
are recommended to the library 
committee by its members. 

The professional library com- 
mittee also conducts a journal club 
for the teaching house staff. The 
moderators of this club are coun- 
selors chosen from the medical 
staff who work with the members 
of the house staff in. this activity. 

An over-all library budget has 
been established, with subdivisions 
for which sums are drawn from 
the medical staff fund, the school 


of nursing budget and the general | 


administrative budget. 

The direct expense budget for 
the joint library is as follows: 
Investment in new text- 


books $ 1650.00 
Annual journal subscrip- 

tions 780.00 
Miscellaneous, including 

binding 600.00 
Salaries (annual) 8100.00 
TOTAL: $11,130.00 


Too few hospitals have profes- 
sionally trained librarians in charge 
of their library program. Many 
libraries are not staffed at all, 


except for sporadic coverage. Yet, 
the key to the success or failure 
of the library program is the pres- 
ence of a trained librarian. Hos- 
pitals are accustomed to think in 
terms of specialized skills, yet they 
do not give full weight to the ob- 
vious need for specialization in the 
library. In the smaller hospital, it 
often seems economically unsound 
to place a relatively high-salaried, 


fully qualified person on the staff 


for a program that does not appear 
to be anything more than a part- 
time position. | 

_ The personality and the training 
of the librarian are often the keys 
to the success or failure of the 
library. The librarian should have 
a warm, outgoing personality. She 
should create within the library 
an atmosphere which spells ‘‘wel- 
come’”’. If this well trained individ- 
ual is honest in her efforts to help, 
if she is pleasant and exhibits her 
willingness, the library program 
will grow and develop, providing, 
of course, that there is adequate 
support from administration. 

At Fairview Park Hospital, the 
medical librarian, although ad- 
ministratively responsible to the 
hospital administrator, cooperates 


with the various groups in their 


efforts to continuously upgrade the 
quality of the professional library. 
This division of responsibility is a 


natural one, and, of course, includes 


under administrative responsibility 
such things as staffing, temporary 


replacement of the librarian dur- . 


ing illness, replacement during 
vacation, attendance at meetings, 
etc. | 

A professional librarian is on 
duty in the library from 8:30 a.m. 
to 5 p.m. daily. The remainder of 
the time the library is open is 
covered by an assistant. Our li- 
brary is open on the following 
schedule: Monday through Friday 
from 8:30 a.m. to 8:30 p.m. and 
Saturdays from 8:30 a.m. to 5 p.m. 
In addition, a key to the library 
is available 24 hours a day by 
signing a register at the switch- 
board. 

If the library users are to use 
the library effectively, they must 
be “library oriented”. They must 
feel at home and welcome in the 
library. Special library services 
can have the effect of strengthen- 
ing this orientation and encourag- 


(Continued on page 118) 
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Hospitals, like children, have per- a 
_sonalities and future reputations to 
defend which need to be considered 
when a name is chosen, the author 
suggests. He presents an analysis of 
the types of names given to 6786 hos- 
pitals in the United States and com- 
ments briefly on some of the objectives 
in choosing a hospital name. 


| have all kinds of 
names. Looking at the names 
of 6786 hospitals in the United 
States listed in Part 2 of the Guide 
Issue, HOSPITALS, J.A.H.A., Aug. 1, 
1959, some very interesting infor- 
mation was disclosed. Hospitals 
have been given names of people, 
fruits, flowers, animals, saints and 
possibly a few notorious sinners. 7 
The names vary widely in length. 
Some are descriptive of the type 
of treatment offered; others em- 
phasize a certain location. | 
Yet, one might suppose that al- 
most all hospitals were called 
“hospitals”. This may be true for 
the majority, but there are a va- 
riety of names for the others. In 
my investigation, I found that a 
hospital may be called by 41 dif- 
ferent names including: lodge, re- 
treat, guest house, farm, sanitar- 
ium, village, inn, preventorium, 
relief station camp, haven, sana- 
torium, facility, infirmary, hall, 
center, laboratory, home, founda- 
tion, settlement, institution, or dis- 
pensary. “Sanatorium” and “Sani- 
tarium” ran an exciting race for 
the largest number of hospitals 
having the name, with “Sanator- 
ium” winning by a score of 159 to 
83. 
: Combination names are common. 
N AM K er o» There were 27 varieties of such 
eo names as hospital and school; clinic 
: and infirmary; or health center and 
sanitarium. There are 200 “hospi- 
tal-clinic’’ combinations and 28 
“home-hospital” listings in the 
Guide Issue. The joining in name 
of a nursing home and sanitarium 
or hospital is also frequently used. 
Sometimes the word “hospital” or 
even a similar name is not used, 
and such words as “Four Winds”, 
“Manor”, or “Gateways” are used 
instead. 


‘PERSONALITY’ HOSPITALS 
A total of 1326 hospitals (19.5 


~ Elmer L. Harvey is administrator, Bellin 
Memorial Hospital, Green Bay, Wis. 
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per cent) in the United States have 
been named after individuals. 
Lemuel Shattuck Hospital, Boston; 
Donaldson Hospital, Fayetteville, 
Tenn.; and William S. Major Hos- 
pital, Shelbyville, Ind., are good 
illustrations. 

The word ‘‘Memorial”’ is popular 
in the naming of hospitals. It is 
listed 1135 times (16.7 per cent of 
the total number of hospitals). 
“Memorial” usually follows the 
name of the individual being me- 
morialized, but not always. Used 
just as often is the name of the 
county or city where the hospital 
is situated. Quite frequently, a 
hospital is named simply ““Memo- 
rial Hospital,” with no qualifying 
words before or after. | 

Who are these persons for whom 
hospitals are named? Undoubtedly, 
many are financial benefactors or 
faithful trustees. Others were pi- 
oneer settlers in the community, 
and some were owners of proprie- 
tary hospitals, which continue us- 
ing their name. Sadly enough, 
there is only one Smith Memorial 
in the United States. Probably 
America’s largest family never has 
been overly interested in building 
hospitals, or else has never been 
able to accumulate enough cash to 
found one. 

Religious Leaders 

Many famous people have had 

hospitals named after them. Re- 


_ ligious leaders are memorialized in 


the following hospitals: (Numbers 
in parenthesis refer to additional 
listed hospitals named after the in- 
dividual.) Bishop Clarkson Memo- 
rial Hospital, Cardinal Hayes Con- 


. valescent Hospital for Children, 


George W. Truett Medical and 
Surgical Hospital, Wesley Memo- 
rial Hospital (3) Luther Hospital, 
Catherine Booth Memorial Hospi- 
tal and William Booth Memorial 
Hospital. There are more than 20 
Booth Memorial Hospitals named 
. in memory of the family who 
started the Salvation Army. 
Literary and Military | 

Poets and authors have been 
memorialized. Examples include: 
Bret Harte Sanatorium, James 
Whitcomb Riley Hospital for Chil- 
dren, Emerson Hospital, Haw- 
thorne Center, Whittier Hospital 
and Markham Hospital. 

Several soldiers have also been 
memorialized in hospital names, 
including: Kit Carson County Me- 
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morial Hospital, Miles Standish 
State School Hospital Unit, La- 
fayette Home Hospital (3), Per- 
shing General Hospital, Grant 
Hospital (2), Stonewall Jackson 
Hospital and Walter Reed Army 
Hospital. 
Statesmen and Politicians 

The longest list of famous peo- 
ple with hospitals named after 
them belong to statesmen or poli- 
ticians. Some of these include: Jef- 
ferson Davis County Hospital (2) 
Eugene Talmadge Memorial Hos- 
pital, Roosevelt Memorial Hospital 
(4), Huey P. Long Charity Hospi- 
tal, Joseph P. Kennedy Jr. Memo- 
rial Hospital, Lee Memorial Hos- 
pital (8), Penn Hospital, Lincoln 
General Hospital (3), William Mc- 
Kinley Memorial Hospital, Mil- 
lard Fillmore Hospital, Benjamin 
Franklin Hospital (7) and Wash- 
ington Hospital (4).- 
Medical 

Doctors and nurses with hospi- 
tals bearing their names are in- 
cluded in this listing: Lister Gen- 
eral Hospital, Elizabeth Kenney 
Institute, Nightingale Cottage (3), 
C. F. Menninger Memorial Hospi- 
tal, Florence Crittenden Hospital 
(9), and Mayo Memorial Hospital 
(2). 

Other hospitals are named for 


great industrialists—Henry Ford | 


Hospital, Charles S. Wilson Me- 
morial Hospital, Hospital of the 
Rockefeller Institute and Carnegie 
Hospital (2). | 

These hospitals bear names of 
explorers: DeSoto General Hospi- 
tal, Stanley Hospital (2) (there is 
a Livingston Hospital), Columbus 
Hospital (4), and Raleigh General 
Hospital. 

Other famous persons, including 
great scientists and historical per- 
sonalities, are also remembered in 
hospital names: Boone County 
Hospital, Clark County Memorial 
Hospital (2), Will Rogers Memorial 
Hospital and Research Labora- 
tories (2), McDowell Memorial 
Hospital, Martha Washington Hos- 
pital, Johns Hopkins Hospital, Al- 
bert Einstein Medical Center, 
Martha Jefferson Hospital and 
Sanatorium, Revere Memorial Hos- 
pital, Pocahontas Memorial Hospi- 
tal, Hamlet Hospital and Ivanhoe 
Sanitarium. 

Names of hospitals also may af- 
fect—for better or worse—the pa- 
tients. Look at these four: Tomb- 


stone General Hospital, Needles 
Municipal Hospital, Cape Fear Me- 
morial Hospital and Chicago Home 
for Incurables (2). Two institu- 
tions are still called asylums. How- 
ever, these names give a more 
positive attitude: Healthwin Hos- 
pital, City of Hope Medical Center, 
Virginia Gay Hospital, Jubilee 
Hospital, Rainbow Hospital, Rising 
Star Hospital and Holiday Hospital 
and Sanitarium. 


NATURE AND INDIANS 


Even animals, birds, flowers and 
fruits have contributed to hospital 
names. For example, in the animal 
category are: Buffalo Center Hos- 
pital and Clinic, Jane Lamb Memo- 
rial Hospital, Antelope Memorial 
Hospital, Deer’s Head State Hospi- 
tal, Moose Lake State Hospital, Elk 
County General Hospital, Prairie 
du Chien Memorial Hospital, Fish 
Memorial Hospital, Coon Memorial 
Hospital, Caribou County Hospital, 
Turtle Lake Community Hospital, 
Beaver County Hospital, and Bear 
Lake Memorial Hospital. 

Birds have not been neglected. 
Representing this category are: 
Stork Memorial Hospital, Edward 
W. Sparrow Hospital, Red Bird 


Evangelical Hospital, Crane Me- 


morial Hospital, Pelican Valley 
Health Center, Martin General 
Hospital (2), Jay County Memorial 
Hospital, Parrott Memorial Hospi- 
tal, Brokaw Hospital and Ravens- 
wood Hospital. 
Flowers have attractive names 
and seem to be popular among 


-hospitals: Flower Hospital, Rose- 


bud Hospital and Clinic, South 
Sunflower County Hospital (2), 
Sweet Grass Community Hospital, 
Rose Hospital, Wild Rose Hospital, 


- Shamrock General Hospital and 


Tennessee Clover Bottom Home. 

Fruits are also well represented ~ 
in hospital names. A few include: 
Apple River Memorial Valley Hos- 
pital, Plum City Community Hos- 
pital, Orange Memorial Hospital, 
Citrus Memorial Hospital and 
Peach County Hospital. 

Some hospitals even include 
parts of the human anatomy in 
their names: Hair Clinic, W. A. 
Foote Memorial Hospital, Man Hos- 
pital, Finger Clinic, Hand Commu- 
nity Hospital (2), Joint Township 
District Hospital, Bone and Joint 
Hospital, and Sleepy Eye Munici- 
pal Hospital. 
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Indian names too, are frequently 
used, especially where Indians live 
or once lived. A few illustrations 
include: .Shawnee City Hospital, 
Chippewa County War Memorial 
Hospital, Seminole Memorial Hos- 
pital, Comanche County Memorial 
Hospital, Pawnee County Memo- 
rial Hospital (2), Sioux Valley 
Hospital, Pontiac General Hospital, 
Cherokee Nursing Home, Winne- 
bago State Hospital and Iroquois 
Hospital. 

MORE CATEGORIES 
National Groups , 

National groups are represented 
in hospital names, as is evidenced 
by: Chinese Hospital, Norwegian 
American Hospital, Jamaica Hos- 
pital, Swedish Hospital, American 
Hospital (3), Public Health Serv- 
ice Alaska Native Hospital, Public 
_ Health Service Indian Hospital, 

French Hospital, Italian Hospital 
and Swedish-American Hospital. | 
Occupations 


Some of the professions and oc-_ 


cupations of the country are also 
found: Shepherd Hospital, W. I. 
Cook Memorial Hospital Center, 
Fisher-Titus Memorial Hospital, 
Taylor Hospital, Mason Memorial 


Hospital, Edward J. Barber Hospi- 
tal, Butler Hospital, Tanner Memo- 


rial Hospital, Sailor’s Snug Harbor 
Infirmary, Printing Pressman and 
Assistants Union Home Sanatori- 
um, Garden-Webb Health Centér, 
Potter County Memorial Hospital, 
Carpenter Hospital and Clinic, 
Porter Rodgers Hospital and Hunt- 
er Clinic-Hospital. 

Water 


Water, all kinds of water, names 


hospitals. Included are: Sweet- 
water Hospital, Stillwater Memo- 
rial Hospital, Gladewater Munici- 
pal Hospital, Goldwater Memorial 
Hospital, Clearwater County Me- 
morial Hospital and Coldwater 
State Home and Training School. 
Minerals 

' Minerals used in hospital names 
include Copper County Tubercu- 
losis Sanatorium, Iron County Hos- 
pital, Carbon Hospital, Clay County 
Hospital, Sandstone State Hospital, 
Alum Rock Hospital, Steel Me- 
morial Hospital, Boulder County 
General Hospital, Sand Mountain 


Infirmary and Saline Memorial — 


Hospital. 


Geographic 
Geographical names do not nec- 


NOTES ON LENGTH OF HOSPITAL NAMES 


Hospital names vary in length, from the two longest, with 65 letters 
each, to the shortest, with only 8 letters. The longest were: Primary 
Children’s Hospital of the Church of Jesus Christ of Latter-day Saints, 
and Royal C. Johnson Veterans Memorial Hospital, Veterans Admin- 
istration Center. The third longest name, having 61 letters, is the 
Veterans Administration Center General Medical and Surgical Hospi- 
tal in Los Angeles. On the subject of long names, Marlborough 
Hospital of Marlboro, Mass., spells the name of the hospital the 
long way, while the city uses the shorter version. ! 

Shortest name honors go to two hospitals, each having only eight 
letters. Gateways, of Los Angeles and Ivy Haven of Newark, N. J., 
are winners. Tied for third place are Hotel Dieu in New Orleans and 
Four Winds in Katomah, N. Y. It is interesting that none of the four 
hospitals have the word “hospital’’ in their name. 


HOSPITALS WITH RELIGIOUS NAMES 


It is not surprising that there are 1043 hospitals that have unmis- 
takably religious names. Of this total, 570 hospitals are named after 
88 different saints. Many, if not most, of these hospitals are operated 
by the Catholic Church, although other church groups often use the 
names of saints, particularly St. Luke. St. Joseph, the patron saint of 
the sick, is rombhorage i an amazing total of 134 hospitals found 
in almost all sections’of the nation. St. Mary follows with 92 hospitals. 
Then come St. Francis with 47, St. Luke with 46, St. John with 31, 
St. Elizabeth with 27, and St. Vincent with 24. An unusual and ap- 
pealing hospital name is House of St. Giles, the Cripple. 

Apart from the hospitals named after saints, there are 473 hospi- 
tals that also use religious names of some kind. Examples of these 
are listed in nine groups below. The number following the name 
signifies the number of hospitals bearing that name. 

Religious Leaders: Asbury (2), DePaul, Wesley, Booth, Truett, Cardi- 
nal Hayes and Bishop Clarkson. 

_ Holy Family: Holy Family (5), Christ the King, Holy Infant, Holy 
Name of Jesus, Hotel Dieu and Divine Saviour. 

Jewish: Mt. Sinai (13), Beth Israel (5), Cedars of Lebanon, Temple, 
Mt. Zion, Daughters of Jacob. | 

Biblical Places: Bethesda (8), Bethany (4), Jordon, Nazareth. 

Theological Concepts: Divine Providence (22), Trinity (14), Holy 
Cross, Resurrection, Holy Comforter. | 

Spiritual Graces: Mercy (103), Sacred Heart (23), Charity (10), 


Grace (10), Hope, Blessing, Peace. 


Catholic Orders: Sisters Hospital (2), Alexian Brothers (4), Sisters 
of Charity (2). 

References to the Virgin Mary: Our Lady of Lourdes (7), Lady of 
the Sea, Our Lady of the Way, Queen of the Valley, Queen of the 
World, Our Lady of Mercy (6), Notre Dame (4). 

Cheerful and Uplifting: Good Samaritan (31), City of Hope, Vic- 


' tory, Good Shepherd (3), Rosary (2), Sheltering Arms, Angelus, 


Benevolent, Christian (7), Deaconess (26), Evangelical (5), and King’s 
Daughter (14). 


essarily mean what they say. How 
does one account for the fact that 
Indiana Hospital is in Pennsylva- 
nia? Other “geographical” names 
include: Plymouth General Hospi- 
tal in Michigan; Arab Hospital in 
Alabama; Wyoming General Hos- 
pital in West Virginia; Ohio Coun- 
ty Tuberculosis Sanatorium in West 


Virginia; South Boston Hospital in 


Virginia; Berlin Memorial Hospital 
and Cuba City Medical Center in 
Wisconsin; the Sanitarium of Paris 
in Texas; Ireland Army Hospital in 
Kentucky; Philadelphia Memorial 
Hospital in Illinois; Crete Munici- 
pal Hospital in Nebraska; Rome 
Hospital in New York; and Cleve- 
land Memorial Hospital in North 
Carolina. 

Colors 

Hospitals have “color” names 
too. Here are a few examples: 
Grays Harbor, Community Hospi- 
tal, Bluefield Sanitarium, Hazel 
Green Hospital, Brown Memorial 
Hospital, F. W. Black Community 
Hospital, White Memorial Hospital 
and Red Cross Hospital. 

The name “Our Community Hos- 
pital”, situated in Scotland Neck, 
N.C., connotes warmth and friend- 
liness (see cover), Plainville Rural 
Hospital in Kansas is the only hos- 
pital in all 50 states that admits it 
is rural. Lacking in modesty is the 
Ideal Hospital of Endicott, N.Y. 
“Boston Floating Hospital” is an 
intriguing name. Is it really a ship? 
In Sidney, N.Y., there is a hospital 
that cannot be topped in name. It 


simply called, “The Hospital”. 


What about The Free Hospital 
for Women? Are men not admitted 
as patients, or do they alone have 


to pay? There is even a St. Nicko- 
las Hospital. Deaf Smith County 
Hospital is strangely -named. Sing 
Sing Prison Hospital brings cold 
chills, but Sailor’s Snug Harbor In- 
firmary is comforting. Atchison, 
Topeka, and Santa Fe Hospital 
bears the romantic name of. its 
railroad sponsor. | 
State Hospitals 

State Hospitals in Missouri and 
Kentucky are designated by num- 
ber as “State Hospital Number 4” 
or “District 2 Tuberculosis Hospi- 
tal” and give the impression that 
someone was more interested in 
efficiency than in the romance of 
names. Fairplay Hospital has a 
high reputation to uphold. 

Medical Center Hospital and 
Clinic in Plainview, Tex., leaves 
no doubt that the institution has 


something to do with caring for 


the sick. There are hospitals and 
medical centers and clinics, but 
here there are three in one. 

Some founding fathers often de- 
scribe the type of hospital in the 
name. For example, 388 hospitals 
add the word, “General’’; 49 hos- 
pitals treating crippled children 
say so’in the name; and 25 hospi- 
tals list themselves as maternity 
hospitals. ‘““Tuberculosis” is used in 
93 hospital names, and the name 
“Childrens” appears 71 times. Oth- 
er terms frequently used include: 
“Psychiatric” (22 times), “Conva- 
lescent’”’, “Rehabilitation”, “Emer- 
gency”, “Chest Diseases”, “Isola- 
tion’’, “Skin and Cancer” and 
“Orthopedic”. Four hospitals spell 
this last word “Orthopedic”, but 
but five adhere to “Orthopaedic”’. 

Altogether, there are 70 different 


- 


SANITARIUM VS. SANATORIUM 


The use of “sanitarium” and “sanatorium” is confusing but inter- 
- esting. Generally speaking, ‘‘sanatoriums” are names of hospitals 
dealing with tuberculosis and “sonitariums” ore those caring for the 
_ menfc'ly |, but the many exceptions lead one fo speculate whether 
those who nomed the institutions did so with this distinction in mind, 


: or from a chéice of spelling. In West Virginia, there are two sani- 
__ tariums and ope sanatorium where tuberculosis victims are treated. 
Barlow Sanitarium in Los Angeles treats tuberculosis patients, while 
_ Miami Sanatorium in Florida and the DeJarnette State Sanatorium 
in Virginia treat the mentally disturbed. To add to the confusion, 
- Riverside Sanatorium at Montezuma, Ga., and Bluefield Sanitarium 


specialty hospitals listed which 
treat conditions ranging from chil- 
dren’s diseases to those character- 
istic of old age. Among these hospi- 
tals is the fascinating progression 
of (1) an eye hospital, (2) eye and 
ear hospital, (3) an eye, ear and 
throat hospital, and (4) the climax, 
eye, ear, nose and throat hospital. 


NAMES SHOW OWNERSHIP 


Hospital ownership is disclosed 
in the name, with county hospitals 
topping the list. There are 439 
federal hospitals, including those 
of the Public Health Service, Vet- 
erans Administration, army, navy 
and air force. Community owner- 
ship was indicated 314 times and 


- city ownership 67 times. There are 


exactly 100 hospitals that belong 
to a college or university, and 461 
hospitals that belong to one of the 
states. Other commonly used words 
in the name include: Municipal 
(80), District or Division (47), 
Metropolitan, Regional, Area, Ter- 
ritorial, Suburban and Citizens. 

Hospital names tell of nongov- 
ernment group ownership. There 
are listed 30 Doctor’s Hospitals and 
at least 15 belonging to the Shrin- 
ers. Various industries own their 
own hospitals, notably the major 
railroads. Church bodies own and 
operate hospitals, buf? not all 
church-owned hospitals bear the 
name of the mother denomination 
or church order. 

A total of 275 hospitals have 
names descriptive of their view or 
location. These names are well 
chosen and would tend to create in 
patients a sense of peace and hope. 
The groups are divided as follows: 

Hills and Mountains (38): ‘Hill- 
crest” has five followed by “Moun- 
tain View” with four. The 30 hos- 
pitals in this group include such 
names as: “Rolling Hills’, ““Under- 
cliff’’, ‘“‘Rocky Knoll’’, ‘‘Mount 
Pleasant”, “Highland”, ““Mountain- 
side’’, “‘Summit’’ and ‘‘Happy 
Hills’. 

Lakes and Seas (25): ‘“Lakeside”’ 


is first with six hospitals, “Lake- 


view” has five and “Seaside” has | 
three. Other names with the roar 
of breakers include: “Seashore”, 
‘“Lakeland”’, “Edgewater’’, “Ocean- 
side’’, ““North Shore” and “Shore- 
wood”’. 

The Views (65): Leading this 
field is “Parkview”, with 10 hospi- 

‘(Continued on page 118) 
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Effective 


cost mana 
looks behind 
the budget 


by OTIS L. WHEELER 


HE FIRST reaction most people 

have to cost management is the 
word “budget”. It seems that in 
most hospitals—unless they are in 
very fortunate financial circum- 
stances—a budget became an es- 
sential tool of cost management. 
Without it, the hospital has to have 
either tremendous reserves to meet 
unanticipated demands or delay 
the performance of needed services 
until sufficient monetary power 
has been built up to pay for them. 
Cost management without a budg- 
et seems purposeless. 

Assuming, then, that almost all 
hospitals need a budget for cost 
management, a few very interest- 
ing conclusions relative to budget 
can be made: 


1. Inasmuch as this discussion 


pertains to cost management, it is 
possible to pass up any considera- 
tion of the question of income. 

2. Budgets, particularly from the 
cost standpoint, are based on the 
past experience of the institution. 

3. To make both ends meet as 
far as. the budget is concerned, 
major adjustments come from the 
income side. : 

4. The use of the budget depends 
upon the philosophy of the insti- 


tution. Attitudes toward budgets | 


range from a highly informal sys- 
tem of balancing the budget and 
putting it away, referring to it 
only when the red replaces the 
black, to the most restrictive atti- 
tude which neither permits the 


‘Otis L. Wheeler is director, Jewish Hos- 
pital, Louisville, Ky. 
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A balanced budget does not neces- 
sarily indicate good cost management, 
the author states. An administrator 
interested in lowering costs would do 
well to look beyond the budget at 
everyday situations that may embod 
wasteful practices. : 


overdrawing of an account nor the 


transfer of funds from one account 
to the other without the endorse- 


ment of the highest authority. 


TRUTH ABOUT BUDGETS 


In other werds, a balanced and 
successfully administered budget 
is not the beginning or the end of 


cost management. As well balanced 


as it may be, a budget is at best a 
sign post and not real cost manage- 
ment. Even the most successful 
budget can and probably does hide 
a multitude of cost management 


sins. 


As far as the budget is con- 
cerned, the past performance is 


the basis for the future. Experi- 


ence is anticipated that finds major 
adjustments being made on the in- 
come Vie. so that both ends meet. 
Any errors, then, in cost manage- 
ment compound the felony from 
year-to-year, even though the 
budget balances nicely. 


REAL SITUATIONS 


It may be helpful at this point 
to turn to some examples of errors 


in cost management that can exist 


despite the neatest and most reas- 
suring budget sheet. These situa- 
tions are true; they demonstrate 
the kind of cost management flaws 
that can be discovered in almost 
every institution. They point out 
the truisms of sympathy, habit, 
custom and being so close to a situ- 
ation for so long that the woods can 


no longer be seen for the trees. 

Let us start with the board of 
trustees. How many hospitals who 
contract out pharmacy services 
find the influence of a board mem- 
ber more important in the place- 
ment of this business than com- 
petitive bidding? This also applies 
to building and maintenance sup- 
plies, food, dairy products, etc. 
Fortunately, this type of practice 
is fast disappearing, but the ad- 
ministrator having this situation 
has a real cost management prob- 
lem on his hands. 

Some hospitals with an elected 
public official as head of the gov- 
erning board are not permitted to 
apply pressure to collect delinquent 
accounts because the board presi- 
dent might lose votes. Is this a cost 
management problem? It is when 
the net cost of bad debts’ accounts 
accumulate year after year. 


Let us pass on to other segments 
of the hospital operation and look 
at some personnel situations, as this 
is by far the largest cost hospitals 
have to control. Here is a sample 
situation: A hospital traditionally 
has had an admitting officer. Sud- 
denly the position became vacant 
and the administrator made a tem- 
porary adjustment in the duties of 
two other employees to cover the 
vacancy. His first comment after 
making the adjustment permanent 
was, “I now have two people who 
are busy rather than three, none of 
whom were busy.” 

A big item in cost management 
comes under the heading of “posi- 
tion control”. How many hospitals 
have been forced, because of reg- 
istered nurse vacancies, to add ad- 
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ditional practical nurses or aides 
to the staff? Then, when the reg- 


istered nurse complement has been © 


regained, how many extra practical 
nurses or aides are removed from 
the payroll? 

The most insidious of all per- 
sonnel cost management problems 
can be found in overtime and sick 
leave. Those responsible for the 
approval of these two personnel 
items must, of necessity, be fairly 
close to the employees involved. 
Sympathy or the press of daily 
routine can bring about strange but 
costly incidents. In a key depart- 
ment.so small that it consisted of 
two employees, the junior member 
appeared to enjoy the advantages 
of a large family, as a new young- 
ster appeared on the scene almost 


every year. As his wife neared each 


blessed event, the overtime of the 
junior member increased. As de- 
livery became imminent, his pay 
check exceeded that of his senior 
supervisor. Shortly after each de- 


livery, the pay check returned to © 


normal. How many times is this 
sympathetic attitude duplicated in 
hospitals? 

A hospital having a policy of 
granting sick leave on the certifica- 
tion of the supervisor made a sur- 
vey of personnel records which in- 
dicated an unwarranted number 
of employees with long employ- 
ment records and very low sick 
leave credits. The policy was al- 
tered so that no sick leave under 
three days would be granted unless 
the responsible supervisor justified 
this to the administrator in writ- 
ing. Result—an 18 per cent drop 
in sick leave. 

Regarding overtime, in one hos- 


pital, each change of shift of the 


nursing service found the aides 
standing by for half an hour each 
day while the nurses were giving 
their report to the next shift. By 
reducing the time on duty for the 
aides by one-half hour, five hours 
of pay was saved for each aide 
every pay period. 
© FOOD SERVICE 
All hospitals are concerned about 
the appearance of the food tray 
when it reaches the patient. But, 
what does it look like after the 
patient is through with it? 
One hospital, by recording edible 
waste for each item on the menu 
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for each meal served, found that 
a vegetable was enjoyed with one 
combination of food and generally 
untouched when served with 
others. In some cases, an item 
wasn’t eaten at all. By adjusting 
menus, the edible waste was re- 
duced, resulting in a net food cost 
saving of 15 per cent for the year. 
Trays at another hospital showed 
a generalized return of a large 
amount of food, even though sur- 
veys indicated that the food was 
considered excellent by the patient. 
It was decided to reduce the amount 
of portions, with the understanding 
that any patient who requested an 
additional serving would receive it. 
Net result—an $8000 saving in 
food cost for the year. 


LABORATORY SERVICES 


Let us look at situations else-: 
where in the hospital. A hard- 
pressed laboratory requested a 
needle sharpener. Investigation 
disclosed that a technologist spent 
three hours a day sharpening nee- 
dles and cleaning syringes used by 
the department for collecting speci- 
mens when the most efficient 
equipment and aides skilled in this 
process were performing it for the 
rest of the hospital in the central 
service department not more than 


20 steps away. The reason for this 
division of labor was that “the 


laboratory had always processed - 


its own syringes”. 
Another example shows one hos- 
pital whose staff members ordered 
radiographic procedures which 
were later interpreted by a visiting 
radiologist. This hospital is now in 
the midst of an earnest educational 
program in an effort to persuade its 
staff members to order no more 
views than are necessary. In many 
cases, six to eight films were used 
although the charge to the patient 
was based on only two or three. 
These are only a few cost man- 
agement stories. There are more 
which involve purchasing, inven- 
tory control, formulary for ‘the 
pharmacy, standardization of sup- 


plies and personnel turnover. These | 


are the problems of real cost man- 
agement. Until hospitals ferret 
them out, the budget carries them 
on in ever-increasing volume. 


They become a deceitful sign post 


and a vicious concealment. 
It is the professional duty of 


every administrator to constantly 
hunt down unwarranted costs. He 
must keep in mind that he is not 
the highest authority in all things, 
or the smartest man in each of the 
many facets of hospitals. Rather, 
he should look to every source for 
help—from the highest to the low- 
est. Real cost management is 
everybody’s business. 


BASIC FUNCTIONS 


All of us live with the basic 
nature of this hospital business and 
well understand how these prob- 
lems can arise. There are three 
basic aspects of the functions of 
hospitals which make them con- 
stant and fertile fields for situa- 
tions such as those described. 

First, as compared to the highly 
controlled production and regu- 
lation of outptitt to demand in in- 


- dustry, hospitals must be wasteful 


if they are going to do the job for 
which they were intended. In- 
dustry would consider it folly to 
keep in operation a machine which 
at least did not pay its way. How 
many hospitals find the highly ex- 
pensive x-ray therapy equipment 
paying for itself? The positive 
pressure apparatus in most emer- 
gency departments today may be 
used twice a day or only twice a 
month, yet it is there for the gasp- 
ing asthmatic or the cyanotic vic- 


‘tim of cardiac distress. 


Industry’s personnel costs vary 
directly and almost immediately 
with production demands, which 
can be accurately anticipated. The 
personnel cost of a hospital is, to 
all intents and purposes, a fixed 
cost. Hospitals cannot afford to 
gamble with this most precious 
commodity of human health and 
life. There may be 20 vacant beds’ 


today, but the personnel that 


covers these beds cannot be dis- 
charged. Tomorrow these beds may 
be occupied and the patients have 
the right to expect the attention of 
this personnel. 

Second, the productive power of 
hospitals is almost completely fur- 
nished by human activity in all its 
complexity. This is applied not to 
hard goods but to humanity. 

Third, this almost 100 per cent 
human machine must constantly 
adjust to face and cope with ever- 
changing health care techniques 
and problems. bd 
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Positive 
Antithrombotic 


Therapy 


As you read this, your blood is kept in normal 


state of flow by endogenous heparin. 


When antithrombotic therapy is indicated, 
LIPO-HEPIN reproduces normal physiologic 


anticoagulation. 


Of increasing importance is the ability of 
LIPO-HEPIN to alter the physiochemical state of 
serum lipids, a suspect in the most recent 

concept of atherosclerotic disease and resulting 


vascular occlusion. 


HEPIN 


heparin sodium, U.S.P., aqueous for intravenous or subcutaneous use 


Northridge, California 
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by PAUL BLANK, SHIRLEY OWEN and ROBERTA PEAY 


| pen IMPACT of hospital experi- 
ence on patient well being has 


been of concern to a variety of 
and organizations.! . 


investigators 
Recent popular articles have sug- 
gested, and a systematic study has 
disclosed, certain lacks and short- 
comings reported by patients re- 
garding their interactions with 
personnel. Such reports have given 
rise to controversial statements by 
the public as well as by profes- 
sional workers about the human 
environment in hospitals.? 


Paul Blank, Shirley Owen and Roberta 


.Peay are associated with the social service 


department, the Clinical Center, National 


Institutes of Health. 

William E. Gordon, Ph.D., professor of 
research in the George Warren Brown 
School of Social Work, Washington Uni- 
versity, served as consultant. 
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A study conducted to derive infor- 
mation about the nature and, extent 
of stress experiences among hospital 
patients showed that such experiences 
can be grouped into long-term states 
and short-term instances, according to 
the authors. They suggest that such a 
study is a valuable instrument to 
gather systematic data about patient 
care, comfort and treatment. 


This study, undertaken by mem- 
bers of the social service depart- 
ment of the Clinical Center of 
the National Institutes of Health, 


- sought to obtain systematic infor- 


mation about patient care, comfort 
and treatment. By focusing on 
stressful experiences encountered 
by patients in the course of their 


STRESSFUL EXPERIENCES 
AMONG HOSPITALIZED PATIENTS 


hospitalization, the - investigators 
sought to elicit more specific in- 
formation about patients’ concerns 
and attitudes. Further, the aim 
was to determine whether patterns 
exist among the kinds of stress 
which patients experience, what 
precipitated these stressful experi- 
ences and how they were alle- 
viated. 
The Clinical Center, a 516-bed 
United States Public Health Serv- 
ice facility, houses patients of the 
seven institutes, each devoted to 
the study of a major chronic ill- 
ness.* Patients with a variety of 
diagnostic categories in chronic 


*Part of the National Institutes of 
Health, United States Public Health Serv- 
ice, Department of Health Education, and 
Welfare, Bethesda, Maryland. 
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Relationship of Intensity and Duration to Alleviation of 


Stress Experiences 


ij 
| 


Alleviated Unalleviated | 
Intensity 
Mild 4 16 
Moderate 16 
Severe 18 
Total 38 35 | 
Instances 30 8 
States 27 
Total 38 35 


and acute stages are referred to 
the Clinical Center primarily for 
research purposes and remain for 
varying periods. 


EXPERIMENTAL GUIDELINES 


In a random sample7jy, 40 pa- 
tients were selected for interviews 
in which they were asked to be 
reporters of their jown stressful 
experiences and observers of their 
own reactions. The interviews be- 
gan with a _ standardized initial 
explanation of the study to offer 
equal stimuli for recall while 
focusing the patients’ attention 
upon the phenomenon of stress. 
Data were gathered systematically 
through establishing a precise def- 
inition of a “stressful experience”, 
which was held constant by inter- 
viewers and patients in a trial 
test. A condition of stress was 
considered to have existed -only 
when a patient described definite 
changes in his usual ways of 
thinking, feeling and behaving. 


A stressful experience was con- 


sidered to have three parts: (1) 
a precipitating factor; (2) a mode 
of expression, and (3) a conclu- 
- sion, with or without alleviation. 
To illustrate how responses met 
these criteria, one patient de- 
scribed a period of several days 
of feeling depressed, apprehensive 


+The sampled patients were representa- 
tive of the total hospital population in 
age and sex, and were selected from the 
National Institute of Neurological Dis- 
eases and Blindness, National Institute of 
Allergy and Infectious Diseases, National 
Institute and National Heart In- 

ute. 


and unlike herself in withdrawing 
socially and avoiding personal con- 
tacts. She attributed this to a re- 
activation of fears for her own 
future caused by some deaths on 
the unit. Her distress was over- 
come when she sought and found 
reassurance from a brother. 

Of the 40 patients, 31 reported a 
total of 73 stressful experiences. 
A majority of patients (21) re- 
called either one or two such ex- 
periences. However, there were 
nine patients reporting no stress 
and 10 patients who described from 
three to six experiences each. The 
patients with multiple stress re- 
sponses accounted for 55 per cent 
of the total stressful experiences 
reported. 

Length of hospitalization and 
distance from home were the only 
factors found to differ between 


patients who related stress re-— 


sponses and those reporting none. 
A longer hospitalization naturally 
provides more time for stressful 
experiences to have occurred; the 
40 study patients had been at the 
Clinical Center from one week to 
six months. It is interesting, how- 
ever, that eight of the nine patients 
with no stress responses had been 
hospitalized one month or less. 
Only nine of the 31 patients with 
stress experiences had been hos- 
pitalized for that period. Moreover, 
among the 10 patients with multi- 
ple stress experiences, nine had 
been hospitalized for more than 
one month. The indications are 


that after one month of hospitali- 
zation, stressful experiences 
crease ‘among patients. 

A distance of 100 miles from the 
Clinical Center was arbitrarily set 
as a factor affecting family visit- 
ing. Among the nine patients with 
no stressful experiences, less than 
half lived more than 100 miles 
away. In contrast, two-thirds of 
the patients with stressful experi- 


- enees had come that distance or 
\ more from home. 


NATURE OF STRESSFUL EXPERIENCES 


The 73 reported experiences of 
stress varied in duration, manifes- 
tation and severity. They ranged 
in duration from a matter of min- 
utes to a period of weeks. A work- 
able division was made, however, 
between those lasting more than 
and those lasting less than one 
week. For purposes of this study, 
stressful experiences lasting more 
than one week were called “states” 
of stress; those lasting less than 
a week were termed “instances” 
of stress. Some patients experi- 
enced both states and instances of 
stress at different times. 

A 43-year old man, for example, 
underwent a month of feeling “un- 
like” himself, with sleep disturb- 
ances, constant feelings of tension, 
increased sensitivity to pain and 
social withdrawal. He related this — 
to his indecision over retirement. 
He also identified another episode 
of only one hour’s duration in 
which his need to refrain from 
contact with his child precipitated 
intense feelings of unhappiness 
and tearfulness. 

The stressful experiences were 
almost evenly divided, with 38 
being instances of stress and 35 
being states of stress (see table 
above). In both instances and 
states, stress was manifested in 
the form of changes in thinking or 
feeling, or a combination of these 
along with somatic disturbances. 
The somatic manifestations oc- 
curred more frequently in in- 
stances of stress. 


SEVERITY OF STRESS 


Of greatest interest was the 
range of severity in terms of ex- 
tent of disruption, caused by the 
experience, in patients’ usual ways 
of behaving. The least disruptive 
of patient behavior were 20 “mild” 
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ANOTHER MASSILLON FIRST! 


the ultimate in disposable latex surgeons’ gloves 


.026 inch at wrist — double thickness 
.013 single thickness 


HEA\V JiR 


at wrist for 
| extra strength 
gloving 
hand 
3 0 
THINNER 
: at finger tips 


Sor added 


.012 inch at finger-tip — double thickness 
.006 single thickness 


Prolonged research produced EXPEND-TEX, the disposable latex 
surgeons’ glove that is dramatically new and exciting. 

Soft-touch finger tips on new EXPEND-TEX gloves are 30% thinner 

than average latex gloves .. . ideal for delicate surgery as well 

as for the general surgeon. 

Get all these advantages: 

Snug-fit, flat wrists prevent annoying roll-down 

White or brown latex 

@ Envelope of Bio-Sorb* with each pair 

e@ Autoclave tape indicates when sterilized 

e@ Save labor cost on laundry, sorting, testing, pairing, wrapping 
e Low cost—truly disposable 


Witte for Merature, sample “nee. Packaged ready for sterilization according to approved 
THE MASSILLON RUBBER COMPANY | hospital techniques, in a convenient peel-back outer 
MASSILLON, OHIO | wrap and a wallet-type inner wrap. : 
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experiences in which patients de- 
scribed a specific uneasiness of 
thinking or feeling, which did not 
affect their sleeping, eating or gen- 
eral adjustment to the hospital. 
For example, a patient reported 
feelings of irritability, “like blow- 
ing my top’’, over being refused 
information about his temperature. 
This did not interfere specifically 
with the patient’s overt hospital 
adjustment, but existed nonethe- 
less as an emotional “tender spot’. 

Ninety per cent of: these mild 
stress responses were states last- 
ing longer than one week. Another 
28 of the stressful experiences 
were “moderately severe” in that 
they did cause ‘marked nervous- 
-ness” or disturbances to the pa- 
tient’s usual sleeping or eating 
habits. The patients, nevertheless, 
continued with their usual inter- 
personal activities. For example, 
a 42-year old woman reacted to 
difficulties with her roommate, ex- 
periencing “nervousness’ during 
which she could neither eat nor 
sleep. She did not withdraw from 
personal contact with other pa- 
tients or staff, however. These ex- 
periences occurred both as short- 
term instances and _ long-term 
states. 

The remaining 25 experiences of 
the 73 were those causing “severe”’ 
disruption to the patients’ hospi- 
tal adjustment. In these experi- 
ences, the patients’ interpersonal 
as well as intrapersonal adjust- 
ment was affected. Social with- 
drawal and self-isolation physi- 
cally were common behavioral 
changes. An example of such a 
severe stressful experience is that 
of a woman who reacted to un- 
determined medical plans with 
anxiety“and anger, which increased 
to the point that she could not 
sleep naturally, could not comply 
with medical recommendations 
and isolated herself from any 


social contact with other patients. 4 


Although these severe stressful ex- 
periences seemed to constitute defi- 
nite crises in a patient’s hospital 
adjustment, thay were generally 
short lived. In 20 of the 25, the 
_ duration of this severe stress was 
one week or less. 


PRECIPITATING FACTORS 


By factors precipitating stress is 
meant those events or situations 
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named by the patient as the rea- 
son for the distressing experience. 
Patients identified 10 types of 
problems, which were grouped into 
three areas: (1) family concern 
(concern over the welfare of the 
family, communication difficulties 
with the family, family relation- 
ship problems); (2) medical con- 
cern (medical procedures, area of 
treatment, concern over unsatis- 
factory physical state, lack of 
medical information); (3) hospital 
environment (difficulty with room- 
mate, annoyance at research cen- 
ter policies, interpersonal prob- 
lems on the ward). The 73 stress 
responses were equally divided 
among the three areas. 

Neither one area nor one specific 
type of problem accounted for a 
significantly large number of stress 
responses. It does appear, however, 
that patients are particularly vul- 
nerable to their immediate en- 
vironment during hospitalization. 
Two thirds of the stressful ex- 
periences tended to be of severe 
intensity. Those precipitated by 
family concerns were primarily 
mild, generally lasting more than 
a week, but never grossly inter- 
fering with the patients’ function- 
ing ability. | 

Within the area of medical con- 
cern, 15 experiences were de- 
scribed as reactions to medical 
procedures. This far exceeds the 
eight attributed to concern over 
unsatisfactory: physical status or 
failure of treatment. The reverse 
might have been expected in view 
of the minor nature of most of the 
procedures cited and the severe or 
chronic nature of most of the ill- 
nesses. : 


ALLEVIATION OF STRESS 


Do stress experiences tend to be 
alleviated? If so, by whom? Are 
there any patterns between alle- 
viation,.that is the recovery from 
a stressful experience as a patient 
reports it, and any of the three 
variables characterizing the nature 
of the stress? Fifty per cent of the 
73 experiences were reported by 
patients as unalleviated. These ex- 
periences were not precipitated by 
any specific source of stress. In 
fact, the same range of precipitat- 
ing factors existed, in the unalle- 
viated experiences and in those in 


which the patients thought they 


had “got over”’’ their stress. 

On the other hand, the quality 
and duration of the stress differed 
in alleviated and unalleviatéd ex- 
periences. When the patient’s stress 
was severe (manifested by overt 
changes in behavior affecting in-— 
terpersonal relationships), more 
than 75 per cent were alleviated. 
The lowest per cent (20 per cent) 
of alleviation was in mild disturb- 
ances, involving only alterations in 
the thinking and feeling patterns 
of the patient. Nearly half of all 
the unalleviated experiences were 
of mild intensity. 

A likely explanation is that help 
was more immediately forthcom- 
ing when a patient’s stress was 
manifested by observable behav- 
ioral changes. However, such close 
correlation between the intensity 
and alleviation: of a stressful ex- 
perience raises some question about 
whether stress reaching a peak 
of emotional expression becomes 
more accessible to alleviation. The 
duration of the stress may also be 
a factor. Most of the severe stress- 
ful experiences were short dura- 
tion instances. The relationship of 
duration and alleviation is more 
cledrly seen among the 28 moder- 
ately severe experiences repre- 
senting both instances and states. 
Alleviation occurred in 14 of the 
16 short-term experiences, com- 
pared with aileviation of one out 
of 12 long-term experiences of the 
same intensity. 

The short-term experiences may 
have been time-limited because of 
alleviation. However, these find- 
ings show that when alleviation 
did not occur within the first week, 
the stressful experience was likely 
to remain unalleviated. The alle- 
viation of a patient’s stress gener- 
ally involved assistance from other 
people. Hospital staff were most 


frequently involved, with one or 


more of the staff being identified 
as the source of alleviation in 23 
experiences. Only two patients re-_ 
ported “getting over” their stress 
without outside assistance. 


COMMENTS AND CONCLUSIONS 


This study sought information 
regarding stressful experiences oc- 
curing among hospitalized patients. 
The material collected seems to 
have justified the belief that com- 
parable data could be systemati- 
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cally obtained from patients acting 
as observers and reporters of their 
own experiences. 

Seventy-five per cent of the 40 
sampled patients reported a total 
of 73 stressful experiences involv- 
ing changes in their usual way of 
thinking, feeling and/or béhaving. 
It is believed that a description of 
these experiences obtained through 
patients’ own observations has un- 
covered qualities and degrees of 
reaction which might not have 


been identified by other people. At 


_ the same time, the types of changes 


described were sufficiently similar 
to suggest that these are charac- 
teristic of stressful experiences 
rather than reactions of individual 
patients. 
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NOTES AND COMMENT 


Mechanical hand permits more normal living 


The development of a mechanical “hand” (see accompanying photo) 
offers promise of more nearly normal living to persons with paralyzed 
hands. This device will permit a person with paralyzed hands to write 
with a pencil, to shave himself, to use silverware, to use a telephone 
and to perform many other ordinary acts of daily life. 


The device is the invention of 
Arthur J. Heather, M.D., medical 
director, department of physical 


medicine and rehabilitation, Eu- 
gene du Pont Memorial Hospital, 
Wilmington, Del. A grant from the 
Easter Seal Research Foundation 
supported the project. 

The hand weighs only six ounces 
and is hydraulically operated by 
tap water. Although any part of 
the device can be replaced very 
cheaply, it will withstand years of 
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wear. Dr. Heather described one 
test in which the hand was given 
the equivalent of 26 years of use 
without any part requiring re- 
placement. 

Two quadraplegics at the du 
Pont Hospital are being trained 
already in the use of the device. 
Dr. Heather says the hand gives 
the patients “‘a three-jaw, chuck- 
type grasp with the activating 
mechanism placed either on the 
arm of a chair or in any position 
to enable him to open the hand.” 
If the preliminary testing proves 
successful, it is hoped to equip 
those suffering from paralysis as 
a result of stroke, poliomyelitis, 
trauma, etc., with the device, there- 
by permitting them to resume per- 
formance of ordinary activities to 
some degree. 


Miniature Pacemaker 
Aids Damaged Hearts 


A miniaturized electronic cardiac 
pacemaker, completely implanted 
beneath the skin, has been suc- 
cessfully used on patients with 
complete heart block, according to 
to the Veterans Administration in- 
formation service. 

The pacemaker, 
batteries, is approximately the size 


of a pocket watch, and it emits 


brief electrical impulses at the 
rate of one per second, which are 


including its 


conducted to the heart by two 
wires terminating in a bipolar 
electrode fastened to the surface 
of the heart muscle. 

When the batteries are nearly 
exhausted, warning is given by a 
slow increase in the pulse rate. 
The pacemaker, located subcutan- 
eously, is then replaced during a 
simple operation under local anes- 
thetic without disturbing the elec- 
trode on the heart. a 


‘Isolator’ new weapon 
against wound infections 

A striking innovation in surgery 
to reduce the number of postop- 


erative wound infections was de- 
scribed by a team of surgeons from 


- Walter Reed Army Medical Center, 


at the 1960 Clinical Congress of the 
American College of Surgeons, San 
Francisco. 

The surgical team performed 
procedures on animals that had 
been placed in a germ-free plastic 
chamber, called an ‘‘isolator’’, 
which sealed off the wound from 
the surgical environment, including 
the surgeon, his assistants and the 
patient. 

Reporting on this technique, S. 
M. Levenson, M.D., P. C. Trexler, 
M:S., O. J. Malm, M.D., R. E. Horo- 
witz, M.D., and W. H. Moncrief, 
M.D., stated, “The technique is 
ready for trial on patients.” 

The surgical team reaches into 
the isolator through long-sleeved 
plastic gloves. Instruments and 
supplies are inside the isolator, but 
their supporting tables are outside, 
the team reported, adding that “the 
isolator is disposable”’. 

They pointed out also that “the 
isolator, containing instruments 
and supplies, may be sterilized 
with ethylene oxide or by steam 
under pressure, the choice of ster- 
ilization depending upon the type 
of plastic used.” 

During surgical procedures, the 
physicians remarked, only the 


- wound and underlying tissue come 


into contact with the isolator’s in- 
ternal sterile environment, so all 
germs are excluded. They also sug- 
gested that the isolator could be 
used to isolate patients who are 
particularly susceptible to infec- 
tion, such as those who have been 
given whole body irradiation, and 
to isolate patients who have seri- 
ous infections. 
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HOW THE PHARMACIST CAN 


PROMOTE SAFER DRUG HANDLING 


HE RESPONSIBILITY of the hos- 
pharmacist to promote 
drug safety does not end with the 
proper compounding, labeling and 
dispensing of a prescription. The 
preparation of an elegant lotion 
or the manufacture of crystal- 
clear, pyrogen-free, sterile solu- 
tions does not represent the end 


result of his labor. To assure pa- 


tient and personnel safety, he must 
be concerned with the ultimate use 
and application of the fruits of 
his labor. As a dispenser of chemi- 
cals, and as one of the few people 
in the hospital with the educational 
background to understand the dan- 
gers inherent in many potentially 
dangerous substances that are used 
in other departments of the hos- 
pital, he should offer his services 
wherever experience indicates they 
are needed. 

The hospital pharmacist should 
be held accountable for pin-point- 
ing unsafe practices wherever he 
sees them, and for bringing them 
to the attention of the proper de- 
partment head or administrative 
officer with practical reeommenda- 
tions for improvement. In the per- 
formance of these duties and to 
discharge his functional responsi- 


R. David Anderson is assistant director 
of pharmacy service, Ohio State Univer- 
sity Health Center, Columbus. This paper 
is based on a presentation at an Ameri- 
can Hospital Association institute on hos- 
pital pharmacy. 
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by R. DAVID ANDERSON 


The hospital pharmacist is respon- 
sible for promoting safe drug ‘han- 
dling throughout the hospital, accord- 
ing to the author. He points: out that 
the pharmacist should take the initia- 
tive in the matter of drug safety by 
offering his services wherever they are 


needed. 


bility, the. pharmacist should have 
access to any area of the hospital 
where drugs and chemicals are 
stored, handled or distributed. He 
should discuss good safety prac- 
tices with the personnel responsi- 
ble for the use of these agents. He 
should not have authority to order 
or direct these employees, but 
should carry out his responsibili- 
ties by appraising, teaching, coun- 
seling and advising, relying on 


factual understanding to commu- 


nicate his ideas rather than the 
power to command. This does not 
mean, however, that he should ex- 
aggerate the problems or be criti- 
cal of any other group within the 
hospital family. It simply means 
that the pharmacist must be. con- 
cerned about patient and personnel 
safety where drugs and chemicals 
are used. 

The pharmacist should have an 
opportunity to assist as fully as 
possible in the specific wording and 
content of nursing procedural man- 
uals as they refer to drug adminis- 


fhatmacy sobvice 


tration. With these as guides, a 
cooperative review and reappraisal 
of the procedures on the use of 
medications on the patient unit can 
be instituted by the chief pharma- 
cist if needed, in cooperation with 
the nursing service. 


ORIENTING NEW PERSONNEL 


Because a greater number of 
medication errors are made by 
new members of the intern, resi- 
dent and nursing staffs, the phar- 
macist should assist with the in- 
doctrination and training programs 
for such personnel. Helping them 
to understand hospital regulations 
relating to standard abbreviations, 
oral orders, medication time sched- 
ules, recording medications, etc., 
will do much to reduce the number 
of medication errors. 

With the cooperation and assist- 
ance of the pharmacy and thera- 
peutics committee, the pharmacist 
should press for the adoption of 
medical staff regulations which 
establish automatic stop orders on 
dangerous drugs, in keeping with 
recommendations of the Joint Com- 
mission on Accreditation of Hospi- 
tals. Equal attention should be 
given to the need for proper order 
writing by the physicians, with 
emphasis placed on legible orders 
(preferably in block print rather 
than script), use of generic no- 
menclature to reduce confusion on 
the nursing unit, inclusion of routes 
of administration and other neces- 
sary information and elimination 
of abbreviations, chemical sym- 
bols, ete. 

Of great importance is the phar- 
macist’s responsibility to cooperate 
in ensuring that nurses have ac- 
cess to adequate information con- 
cerning indications, actions, side 
effects, routes of administration, 
dosage and other important points 
of information on drugs being used 
in the hospital. This is probably 
best achieved through the develop- 
ment and use of an adequate, up- 
to-date formulary. It is axiomatic 
that the nurse must know exactly 
what drug she is administering 
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and something about the action 
of the drug if she is to administer 
it properly and safely. 

The pharmacist should take an 
active part in the inservice educa- 
tion program of the hospital and 
should teach or act as advisor in 
the student program. Conferences 
for students and graduate nurses 
and others on new drugs, proce- 
dures, etc., should be held at fre- 
quent intervals under his direc- 
tion. He should advise that courses 
in pharmacology and materia med- 
ica should place great emphasis on 
current, common drugs and usual 
dosage forms. 


WORKING FOR SAFETY 


The pharmacist should be an 
active member of the hospital safe- 
ty committee. His special interest 
should be to assist in the review 
of reports of medication errors, to 
determine the cause of such errors 
and then establish procedures to 
prevent recurrence. 

A fertile field for study in the 
elimination of unsafe acts and 
conditions is the pharmacy itself. 
To the administration, the chief 


pharmacist must justify adequate © 


staffing of the pharmacy at all 
times with properly trajned per- 
sonnel, both professional and non- 
professional.. He should prepare 
plans for staffing to ensure that 
he is not carrying a work load that 
is too much for him or his person- 
nel. An excessive work load is 
definitely a contributing factor in 
pharmacy accidents. 

The improper utilization of non- 
_ professional personnel in com- 
pounding -and dispensing should 
not be allowed. Job descriptions for 
nonprofessional employees should 
indicate clearly that they are under 
the direct and immediate super- 
vision of the pharmacist. When the 
_ nonprofessional employee does as- 
sist in compounding, prepackag- 
ing, filling of ward stock con- 
tainers, etc., -adequate internal 
checks should be employed to 
guarantee the accuracy of his work. 

The physical facilities of the 
pharmacy should also receive care- 
_ful scrutiny because improper 
lighting, insufficient space and in- 
adequate equipment produce fa- 
tigue and strain, which may result 
in carelessness and mistakes. 

Undoubtedly, the largest number 
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of medication errors in the hospital 
occur outside the pharmacy—at the 
patient’s bedside, on the nursing 
station or in various other depart- 
ments of the hospital where medi- 
cations are actually used or admin- 
istered to the patient. It is not in- 
tended to criticize others or to 
place the blame for drug accidents 
entirely upon the shoulders of 
others, because the pharmacist may 
be directly or indirectly to blame 
in a great many of the errors for 
which the nurse accepts responsi- 
bility. 

Hospital pharmacists are pri- 
marily interested in the mistakes 
and errors that can and do occur 
in the pharmacy—mistakes that 
are not only embarrassing, but also 
— be deadly or dgtrimental to the 

ealth and well-being of the pa- 
tient. | 


PREVENTING LABELING ERRORS 


In the dispensing laboratory, im- 
proper labeling appears to be one 
of the biggest causes of medication 
accidents. The absence of uniform 
label terminology is a definite 
factor contributing to medication 
errors on nursing units. The indis- 
criminate use of Latin, English, of- 
fical and common. names, abbrevi- 
ations and chemical fermulas is 
certainly detrimental to a thorugh 
understanding of drug uses. Incom- 
plete labels, such as “Nembutal®” 
instead of “Nembutal 100 mg.®’, 


- failure to use required accessory 


labels and failure to place the full 
name of the patient on the label 
are common causes of accidents. 
Laziness may result in placing one 
label over another that is different, 
or a bottle may be used to store a 
different drug with the new name 
written on the original label. 
Here are a few examples of med- 


“ication accidents resulting from im- 


proper labeling. In one hospital, 
containers which were prelabeled 
“Procaine HCl.” prior to filling 
were filled with ether by mistake 
and this was injected as a local 
anesthetic. In another, a container 
of 50 mg. Benadryl® capsules was 
labeled “Benadryl® Elixir 10 mg. 
per 4 c.c.” by mistake. The nurse 
assumed that each capsule con- 
tained 10 mg. and gave five cap- 
sules for a 50 mg. dose. In another 
instance, silver nitrate solution was 
labeled in a clinic department in- 


stead of in the pharmacy, and this 
was injected prior to cystoscopy in- 
stead of procaine, 

Concentrating all pharmaceuti- 
cal activity in the pharmacy, 
double checking prescriptions and 
orders, reading labels three times, 
separating stock containers of 
similar drugs and some simple 
prepackaging and manufacturing 
controls might have helped to 
eliminate these errors, 
improper labeling was the chief 
cause of error in each of these 
cases. 


GENERAL LABELING PRINCIPLE 


For both floor stock and inpa- 
tient prescriptions, there are sev- 
eral general labeling principles 
which should be followed to en- 
sure proper use and understanding 
of the drugs dispensed and to pre- 
vent accidents: | 

1. All drug labeling should be 

performed in the hospital phar- 
macy by the pharmacist or under 
the direct supervision of a phar- 
macist. 
- 2. The pharmacist should serve 
as a consultant to other depart- 
ments of the hospital to ensure 
proper labeling of housekeeping 
items, insecticides, cleaners, chemi- 
cals and so forth. : 

3. All labels should be typed or 
machine printed. Labeling with 
pen or pencil should be prohibited. 
The use of adhesive tape or china 
marking pencil should be pro- 
hibited as well as the use of pieces 
of paper affixed to a container with 
cellophane tape. The use of cello- 
phane tape to affix labels to drug 
containers presents considerable 


danger, although this may be the 


only practical recourse in the case 
of some silicone treated and plastic 
containers. Cellophane tape may be 
used to protect the face of a label. 

4. The label should be pleasing 
in appearance and attractive in 
design and color. It must be legible, 
easily read and free of erasures 
and strike-overs. It should be 
firmly affixed to the container. If 
possible, the label for stock con- 
tainers that are refilled without 
washing and sterilization should be 
protected from injury by chemical 
action or abrasion by the use of a 
suitable glaze or varnish. 

5. One order or prescription 
should be filled at a time. There is 
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[Advertisement] 


Can you afford 


give away 


As hospital costs mount, it is becoming increas- 
ingly evident that the beneficiaries of hospital 
services—the patients—must assume their fair 
share of the costs incurred. For this to occur, the 


hospitals must be able to account scrupulously, 


either to the patients or to the various prepaid 
hospital plans, for all services and medication. 


Old-style injections too complicated 


Because accounting and billing for medication 
withdrawn from multidose vials has been so diff- 


cult and time consuming, many hospitals have 


virtually been forced to write off the cost of 
common injectables or, at best, to estimate them. 
Yet it is clear that few hospitals can afford to give 


away medication or to rely on estimates, which 


are often unacceptable by the prepaid plans. 


TUBEX lets you charge fairly 


The TuBEx system provides individual, unitized 
doses of medication in tamper-proof cartridge 
form. It’s an easy matter to keep track of medica- 
tion dispensed and administered. You know just 


what each patient received, and precisely how 
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medication : ? 


4 
much. And you can dan = 


unassailable fairness. 


The need to charge accurately and as completely 
as possible is being met by the TuBEx system in 
more and more hospitals across the nation. Typical 
of the accolades the system has won is the follow- 
ing, excerpted from The Bulletin of the Parenteral 
Drug Association: 

The charge made to the patient should include all 
services rendered. When most of these services are 
built into the product by the supplier—guaranteed 
identified contents and dosage, guaranteed sterility, 
plus simplified record keeping and control—and in- 
cluded in a single purchase price paid to the supplier, 
there is no problem in justifying the charge to the 
patient. It is a charge that can easily be backed up by 
records, and it does not strain the credulity of any 
investigator.—Crohn, L.B.: The Bulletin of the Paren- 
teral Drug Association, p. 23, March-April, 1960. 


If you want to learn more 


Your Wyeth Territory Manager will be glad to 
give you all the details about the TuBEXx system. 
Or, write to Wyeth Laboratories, P.O. Box 8299, 
Philadelphia 1, Pa. 


> 
i] 
‘ 


 * great danger in typing labels for 
a group of prescriptions at the 
same time. The labels may easily 
be wafted by the wind of one’s 
“coattail from one prescription to 
another in the process of filling a 
prescription. 

6. The necessary accessory labels 
should appear where _ indicated, 
such as: (a) Poison; (b) Not To 
Be Taken Orally; (c) Shake Well 
Before Using; (d) For External 
Use Only; (e) For The Eye; (f) 
For The Ear; (g) For The Nose; 
(h) Keep in Refrigerator; (i) 
Warning: Not For Injection, and 
(j) Expiration Date (date). 


COLOR CODING 


7. Color coding drugs by using 
different colored labels has been 
the subject of considerable con- 
_ troversy. We often see colors used 
to distinguish miotics from mydri- 
atics, narcotics from barbiturates, 
internal-use drugs from external- 
use drugs and other colors for po- 
tentially dangerous drugs. Fre- 
quently, hospital pharmacists may 
use colors to distinguish different 
parenteral solutions, with a differ- 
ent color used on each percentage 
of dextrose, each combination of 
dextrose and saline and still other 
colors on saline, balanced electro- 
lyte solutions, etc. 

The very real danger is that 
nurses and even pharmacists will 
eventually pick up containers with 
particular label colors without 
reading the information on the 
label. A slight color change in the 
label or the inability of one per- 
son to distinguish pink and red 
could have extremely serious con- 
sequences. 

Color coding may serve a useful 
purpose if a very limited number 
of colors are used in the hospital 
pharmacy. For example, white 
labels may be used for internal use 
drugs, pink or red labels for all 
drugs not to be taken orally and 
perhaps yellow for all potentially 
dangerous drugs regardless of the 
route of administration. Such a 
system would help to separate 
drugs into three categories, both in 
the pharmacy and in the nursing 
station medication cabinets. 

If separate cabinets are provided 
for these classifications of drugs on 
the nursing unit, it is immediately 
apparent when an external-use 
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drug with a pink label appears in 
the cabinet for internal-use drugs 
with white labels. Otherwise, the 
labels remain identical and the 
nurse, physician or pharmacist is 
forced to read the label in order to 
ascertain the contents of the con- 
tainer. 

- 8. The metric system, preferably, 
should predominate on all medi- 
cation containers, If, in spite of the 
pharmacy and therapeutics com- 
mittee’s recommendation that the 


metric system be used exclusively, 


some members of the medical staff 
persist in using the apothecary 
system, then the pharmacist, to 
prevent errors by the nursing staff, 


should show both the metric and 


apothecary dosage on medication 
containers. 

9. Special features of the product 
such as “Enteric Coated Tablets,” 
Vaginal Tablets,” “Sublingual Tab- 
lets,’ etc., should appear when in- 
dicated. 

10. The name and quantity of 
the chief active ingredients should 
be indicated in compounded mix- 
tures in both liquid and solid dos- 
age forms. The quantity of drug 
per unit of volume should be in- 
dicated in simple solutions; e.g., 
“Chloral Hydrate 500 mg. per 5 
ml.” rather than “Chloral Hydrate 
Solution”’. 

11. Tablets and powders in- 
tended for dilution. should carry 
directions for customary dilutions, 
but, whenever possible, all dilu- 
tions and _ subsequent labeling 
should be done in the pharmacy 


rather than sending such material — 


to the nursing unit for dilution. 
The many patients who have swal- 
lowed potassium permanganate 
tablets, which were left on the 


-bedside table while nurses have 


returned to the utility room for 


_equipment necessary to prepare 


the soak solution, will attest to 
the need for this rule. 


LABELING INPATIENT PRESCRIPTIONS 


The labeling of special inpatient 
prescriptions also requires addi- 
tional attention and precaution. 
The full name of the patient should 
appear because there may often be 
more than one patient on the nurs- 
ing unit with the same surname. 
Administrative regulations should 
establish responsibility for patient 
identification prior to any and all 


medication administration. 

The prescription serial or con- 
trol number should appear on the 
inpatient label so that future ques- 
tions regarding prescription com- 
position may be quickly answered 
as well as permitting identification 
of the person who filled the pre- 
scription. Route of administration 
should be indicated when paren- 
teral medication is available in 
intramuscular, intravenous and 
subcutaneous dosage forms. 

Proprietary and nonproprietary 
names of the drug prescribed must 
appear on the label. Showing non- 
proprietary names only on pre- 
scription or floor stock labels, when 
the proprietary name is used in the 
physician’s order, requires the in- 
experienced nurse to compare or 
match up an order for a well 
known proprietary name with a 
label bearing a nonproprietary 
name, which is often difficult to 


spell and to pronounce, 


LABELING OUTPATIENT PRESCRIPTIONS 


The label for outpatient pre- 
scriptions should follow essentially 
the same rules as outlined for in- 
patient prescriptions. The name 
and strength of the drug probably 
should not appear on the label, 
although some physicians and 
pharmacists prefer it. 

The pharmacist also has the re- 


_ sponsibility to see that the outpa- 


tient receiving a prescription fully 
understands the directions for use 
of the drug dispensed to him. A 
physician prescribed an. antibiotic 
oral suspension in drop dosage to 
be given to an infant with an eye 
infection. Because of a misunder- 
standing, the oral suspension was 
dropped into the infant’s eye by 
the mother. The finished prescrip- 
tion should be handed to the pa- 
tient by the pharmacist rather than 
a secretary or clerk, and the phar- 
macist should explain complicated 
or unusual directions to the pa- 
tient. | 
Administrative regulations 
should establish responsibility for 
patient identification prior to dis- 
pensing of medications. 
Inadequate attention to proper 
storage of drugs and pharmaceuti- 
cals in hospital pharmacies may 
not contribute to medication errors 
as much as does the use of drugs 
which are out-dated, deteriorated 
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Help reduce transfer 
oral pathoge 


...even antibiotic 


ens resistant “Staph” 


= 75% profit... 
on each 
Cépacol Bedside 
Bottle... 
this is an 


exclusive, specially 
priced hospital, 


16% 
: 
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. 


BEDSIDE BOTTLE 


The Wm. S. Merrell Company 
e destroys wide range of oral bacteria on Z Cincinnati 15, Ohio ’ 
contact e improves oral hygiene of bedfast T would like to rentine 
patients overcomes unpleasant taste — 
promotes sweeter breath e has a clean, re- 4 @ A complimentary sample of Cépacol J 
freshing taste that lasts e a service patients i 
appreciate e saves pharmacists’ and nurses’ ‘ 
time a 
for full details see your Merrell representative 
or write Hospital Departmentincareof Merrell 5 
| 3 
City Zone___State 
THE WM. S. MERRELL COMPANY 3 | a 
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or which have undergone some 
chemical or physical change that 
reduces their effectiveness or in- 
creases their toxicity. 

Several basic principles should 
be observed in the storage of drugs 
and pharmaceuticals. Among these 
are: 

1. Whenever possible, it is ad- 
visable to store all parenteral prep- 
arations in a cool, dark place. 
Extremes of temperature and ex- 
posure to daylight should be 
avoided. Prior to dispensing, all 
parenteral solutions, including 


those prepared by commercial 
manufacturers, should be examined 
for evidence of contamination. All 
pharmacists have probably seen 
the mold growths that appear in 
bottles of intravenous dextrose 
solutions resulting from minute 
cracks in the bottle or breaks in 


the seal. 


2. Manufacturers’ directions for 
nonofficial products and directions 
found in official compendia should 
be followed at all times for proper 


storage containers and places. 


3. Products bearing expiration 


Model IER 


Serving the Medical 
Profession for Fifty Years 


Madison 10, Wisconsin 


RESUSCITATORS 


... three 


Chemical 


OHIO CHEMICAL & SURGICAL EQUIPMENT CO. 


RESUSC/TATOR, 


units | INHALATOR 


in one | and ASPIRATOR 


FULLY AUTOMATIC—Controls are 
pre-set. Operator does not have to 


oxygen pressure. 
PRECISION FLOW CONTROL—This 
exclusive feature permits fine regu- 
lation of oxygen flow to bypass partial 
obstructions. | 

SINGLE-LEVER ACTION—A simple 
flick of the switch changes unit from 
resuscitation to aspiration, for fast 
removal of excess fluids, etc. 
AUTOMATIC SIGNAL—The resusci- 
. tator signals when normal breathing 
begins. A single shift of the selector 
valve inflates reservoir bag.. 


For further information 
please request catalog 


No. 4781A, Dept. H-1 


Ohio Chemical Pacific Company, 
Berkeley 10, Calif. * Ohio Chemical 
Canada Limited, Toronto 2, Ontario 


Airco ar ty International, New 
York 17, N. Y. 


(All divisions or subsidiaries 
‘of Air Reduction Company, 
Incorporated) 


make any decisions regarding proper 


dates, such as antibiotics and 
biologicals, should not be used 
after the date of expiration. Proper 
rotation of stock to insure that 
the oldest product is used first will 
assist in reducing the problem of 
out-dated material. 

4. Federal and state regulations 
regarding the security of restricted 
drugs should be observed. Bulk 
supplies of narcotics, hypnotics, 
poisons and other dangerous drugs 


should be stored in_ separate, 


locked, secured areas. 

5. Fire regulations regarding 
flammable items should . be’ ob- 
served. Flammables should be 
stored in properly secured areas 
meeting local and state fire regu- 
lations. Volatile, flammable liquids 
should be stored in a cool place in 
approved safety containers. They 
should also be dispensed in the 
smallest practical container. 

6. Biological refrigerators should 
be equipped with a thermometer 
and should be maintained at a 
temperature of 0°C. to 15°C. | 

7. As on the nursing unit, in- 
ternal and external or poisonous 
agents should be ——- in the | 
pharmacy. 

Examples of accidents which 
have occurred as a result of not 
observing these few simple rules 
regarding storage and segregation 
of dangerous drugs may help to 
show the necessity of reevaluating 
procedures to provide for more 
complete patient safety. Three pa- 


3 tients in one hospital received 


cresol on an order “for cascara 
sagrada, aromatic, fluid extract. 
In another instance, the formalde- 


‘hyde stock bottle was stored next 


to the paraldehyde stock container. 
A nonprofessional helper filled the 
floor stock paraldehyde containers 
with formaldehyde and this was. 
administered to a patient. 


PREVENTING PACKAGING ERRORS 


The pharmacy manufacturing 
and prepackaging operations are 
sources of extremely dangerous 


~ error. When an error does occur in 


these areas, it usually affects not 
one or two patients, but many be- 
fore it is detected. Olynyk et al, 
reporting on assays of hospital- 


prepared parenteral solutions’, 
*Olynyk, I , Belcastro, P. and Sperandio, 
A study of parenteral solutions made 


in hospitals. Soc. Hosp. Pharm. 
14:573 Sept.-Oct. 
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} showed that some solutions of dex- 
trose 5 per cent in distilled water 
varied from 3.79 per cent to 10.86 
per cent. Had more dangerous 
drugs been involved in the manu- 
facturing programs reported on, 
e.g., morphine, the results could 
have been disastrous. | 

Critical evaluation of techniques 
and procedures used in manu- 
facturing programs must be insti- 
tuted and carefully supervised. 
Adequate, foolproof manufacturing 
control methods must be used if 
such errors are to be prevented. 
Master manufacturing formula 
cards should be maintained. A 


manufacturing control sheet should 


be provided on which this infor- 
mation is copied. Any calculations 
or changes should be checked by 
another pharmacist where possible, 
or at least double checked by the 
pharmacist making the copy. 

The control sheet should provide 
space for a control number, which 
will follow the preparation to its 

final prepackaged or dispensing 

‘ form. Manufacturers’ or suppliers’ 
control numbers of basic chemicals 
used in the process should be en- 
tered on the manufacturing sheet. 
All weights and measures should 
be checked by two persons. An 
assay program in the hospital 
pharmacy is desirable, but in the 
absence of such a program, the 
organoleptic methods of sight, 
taste, feel and smell will,- when 
properly applied, detect many 
errors. 

The prepackaging program, 
when properly administered and 
controlled, provides an effective 
and safe method of dispensing a 
maximum number of drugs with a 


minimum of time, effort and per-— 
sonnel. But if it is improperly con-. 


trolled, the results can be very 
dangerous. In one instance that has 
come to our attention, a nonprofes- 
sional person repacked ferrous 
sulfate tablets in bottles previously 
labeled as_ succinyl-sulfathiazole 
tablets. In. another, a pharmacist 
prepackaged dropper bottles of 
phenylephrine nasal solution and 
dropper bottles of saturated solu- 
tion of potassium iodide. Neither 
batch was labeled, but left on 
separate areas of the counter. 


Another pharmacist dispensed the . 


potassium iodide, thinking it was 
the nasal solution. 
Where prepackaging programs 
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are in effect, a suitable record 
should be maintained by the phar- 
macy providing the following mini- 
mum information: 

1. Name of the item 

2. Size or strength of the item 

3. Number of tablets, capsules 
or volume of liquid, ointment, etc. 

4. Name of the manufacturer 

5. Serial number or lot number 
of the manufacturer’s original unit 

6. Size of container used 

7. Number of units prepackaged 

8. Name of the person perform- 
ing the operation | 

9. Date of the prepackaging 
operation 

10. Prepackaging control num- 


ber 


CONTROL TAB INFORMATION 
Control tabs should be affixed 


- to the prepackaged containers in- 
_ dicating the name of drug, strength, 


number of units or amount and the 
prepackaging control number cor- 
responding to the number of the 
prepackaging record. One control 
tab should be taken from the pre- 
packaged container and affixed to 
the prescription at the time of fill- 
ing. Each prepackaging operation 
should be completely finished and 


all materials, labels and equipment 
put away before beginning another 
operation in the same area. 

The hospital pharmacist must 
always be on the alert to recognize 
possible sources of error in his 
operation and must implement and 
enforce other safety precautionary 
measures that may~ have been 
developed in the hospital. Pro- 
cedures, such as outlined in this 
paper, should help fo ensure a safe 
and effective pharmaceutical serv- 
ices designed to protect patients 
and employees from medication ac- 
cidents. Emphasis must be placed 
on preventive safety rather than 
after-the-fact correction. Violation 
of safety principles deserves as 
much disciplinary action as injury 
through error. 3 

It is useless to talk in generalities 
about the need to be safe. Phar- 
macists, nurses, physicians and 
other hospital personnel must be 
taught what to do and what not to 
do if safety training is to be effec- 
tive. Yet accidents will occur even 
in hospitals where the best proce- 
dures and safety programs are in 
effect. The real challenge is to 
identify the causes of such acci- 
dents and eliminate them. 


NOTES AND COMMENT 


Comparative study made of drug 
costs in hospital and retail pharmacies 


A nation-wide survey of the purchase price of selected medications 
has been completed by a graduate student in the College of Pharmacy, 
Wayne State University, and the chief pharmacist at Receiving Hospital, 
Detroit. The survey was designed to determine the actual cost to patients 
of 20 commonly prescribed drugs and to compare the price to the hospital 


patient with that to the retail 
pharmacy customer. 3 

A total of 400 questionnaires 
were distributed to both retail and 
hospital pharmacists. A total of 
138 (34.5 per cent) replied—79 re- 
tail and 59 hospital pharmacists— 
from 36 states and the District of 
Columbia. 

The survey showed that pur- 
chasers paid significantly less for 
the 20 selected medications when 
purchased from hospital pharma- 
cies compared with retail pharma- 
cies. Mr. Miller states, “We may 
not infer, however, that prescrip- 
tions filled in every hospital phar- 
macy are less expensive than those 


filled in every retail pharmacy. 
There are cases where the reverse is 
true. But the trend appears to in- 
dicate lower hospital pharmacy 
prices.” 

Mr. Miller concludes, “We may 
summarize by stating that the re- 
sults of the survey indicate rather 
strongly that hospital outpatient 
pharmacies do charge less for pre- 
scriptions than do retail pharma- 
cies.” In his conclusion, however, 
he adds, ““The pharmacy which pro- 
vides professional service in a pro- 
fessional atmosphere need fear 
little on a strictly ‘price’ level. ® 
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Ready for installation... 
G-E MONARCH 


the table with ideas in action! 


Nothing we could say about the MONARCH will be as meaning- 
ful to you as the first time you actually see it in action. Here is 
power—everywhere you want it. The “glide top” carries a full 
30” beyond either end at just the touch of a switch. And there is 
full 180° angulation. It adds up to many new advantages in 
positioning—particularly in fluoroscopy—greatly simplifies 
patient handling. | 

‘Although following pages highlight other MONARCH fea- 
tures, its full story simply can’t be covered here. So be sure 
you check the details with your local G-E x-ray representative, 
or by writing X-Ray Department, General Electric Company, 
Milwaukee 1, Wisconsin, for a copy of Pub. L-11. 


Progress /s Our Most Important Product 
GENERAL ELECTRIC 
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INTRODUCED AT 


Radiological Society of North America 
Cincinnati Meeting, December 4-9, 1960 


Shown here is the MONARCH diagnostic x-ray table, outstanding 
among equipment announced at the RSNA meeting by General 
Electric. Shown with the table are the Model 48-1 tube hanger and 
the Model 60-4 automated spot-film device. 
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DIAGNOSTIC X-RAY TABLE 


Compare these 
advanced features 
you'll work with! 


What significant steps toward tomorrow for fluoroscopy 
and radiography! The MONARCH gives you full 90° 
Trendelenburg . . . and conceals its motor drive in a housing 
so compact you hardly know it’s there. “‘Glide-top”’ is ideal 
for angiography and other special technics, answers smoothly 
to flip of switch. Bucky includes phototiming provision. 
And MONARCH is an ideal choice for accommodating 
the new G-E image intensifier. Jf’s so much more table than | 
you've ever tried before! | ri 


See the improved convenience and Safety! 
¥ | Companion Model 60 spot-film devices offer fully automated 4 
cassette transfer and serial sequencing . . . exclusive dual- 
speed power shutters. ... positive electric locks . . . built-in 
fluoro-timer and remote kvp control . . . angulation control 
: x on spot-film unit as well as switch on table . . . plus choice ns 
of regular- or high-speed phototiming. 


: 
| | MONARCH protective features include fully 


oe enclosed body shell and automatic Bucky-slot 

A a closures, plus optional retracting front fluoro- 

shield which literally “‘floats”’ into position. 
x The MONARCH table can be tailored to meet 
7 i your exact needs for fluoroscopy and radiography, 


since many of its features are optional. 
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New freedom of movement 


for fluoroscopy! 


... Slimmer, more efficient under-table design, 
available with grid control for ‘‘pulse” cinefluorography 
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Here is the new measure of compactness in fluoroscopic tube | 


units. General Electric’s 500-ma HRT-VII (130 kvp) and 
HRT-VIII (150 kvp) are designed with cable terminals 
pointing up when the unit is in place under the table. There 


_are no stiff cable loops or horns interfering with cross-table 
movement. A new “pancake” blower design also hugs the 


tube unit closely. And compact though it is, this new blower 
design actually provides a greater volume of cooling air. 
The tube insert is G-E’s time-proven Coolidge rotating 


anode type, ruggedly built for long service. Either the 


HRT-VII or VIII may be ordered with grid control from 
7.5 to 60 cycles per second for use with G-E pulse generator 
in cinefluorography. Get full details from your G-E x-ray 
representative, or write to X-Ray Dept., General Electric 
Co., Milwaukee 1, Wisconsin, Room L-11. 


Progress Our Most Important Product 
GENERAL @@ ELECTRIC 
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now... for the first time ..- 
two new oxygen-tent units that are 


hose or large volume of water! 


_ Don’t worry! Large-diameter drains 


mean quick removal of wash-water. 


A great convenience to service personnel. 


Only McKesson Aqualors have this feature! 


100% HUMIDITY MAINTAINED 
BY THIS MODEL 11505 


AQUALOR 
OXYGEN TENTS 


Nebulizer is located in bellows-tube 
connection. Easily removed by service 
personnel. 


STANDARD AQUALOR (Model 
1155) is identical to Model 1150, ex- 
cept for High-Humidity feature. 


Lighted | 
Control Panel 


note oxygen flowmeter 
(center), temperature and 
ventilation controls (left 
and right), oxygen con- 


trols (bottom 2 


for full 
information 


write for McKesson 
' Aqualor Brochure! 


McKESSON APPLIANCE COMPANY ° TOLEDO 10, OHIO 
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New product descriptions in- 
|® cluded in this section are con- 
densed from reports furnished 
by manufacturers and distribu- 
tors. Descriptions are included 
here for informational pur- 
_ poses and such inclusion. does 
not constitute endorsement by 
the American Hospital Asso- 
ciation. 


Tray support (2F-1) 7 

Manufacturer's description: This tray sup- 
- port, which can be adjusted to fit 
12 to 80 qt. mixing bowls, frees 
counter space and adds conven- 
ience to the use of various food 
mixer attachments. A steel shelf, 
mounted on a vertically adjustable 
telescopic leg, has all the advan- 
tages of a portable counter. It can 
hold pans, trays and other con- 
tainers for receiving processed 
foods from meat choppers, vege- 
table slicers and juice extractors. 


TRAY 

SUPPORT 

The shelf measures 13% x 20% 
in., is available in galvanized or 
stainless steel and can be used with 
either bench or floor model ma- 
chines. Universal Industries, Dept. 
H2, Somerville, Mass. 


X-ray stain remover (2F-2) 

Manufacturer's description: This stain 
remover acts specifically to resolve 
silver nitrate stains from all fabrics 


—including cotton and synthetic 


fabrics—without causing any ten- 
‘gile strength loss in the fabric. 
Packaged 5 lbs. to a bag, the chem- 
ical in powder form is dissolved 
in ordinary tapwater, one lb. to 
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one gallon. Garments and linen can 
either be spray-spotted with the 
solution or immersed in it. The 
solution can be used over and over 
as long as it lasts because it is 
stable, harmless to all fabrics and 
colors, causes no dermatitis and 
will not crystallize. Jed-X Sales 


Co., Dept. H2, 96 Nassau Rd., 


Roosevelt, N.Y. 


Air deodorizer (2F-3) 

Manufacturer's description: Air is drawn 
into this deodorizer by a fan and 
is sifted through a washable metal 
filter which is coated with a non- 
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flammable, nontoxic germicide ad- 
hesive. Designed for portability, 
the unit is made of steel with a 
baked enamel finish and a nine- 
foot extension cord. It will service 
an area up to 1000 sq. ft. for about 
150 hrs. Aireactor Corp., Dept. 
H2, 271 Madison Ave., New York 
16. 


Stretcher and blanket 
combination: (2F-4) 3 
Manufacturer's description: Measuring 6 


ft. x 6 ft., with metal eyelets spaced 
18 in. apart to permit lacing shut 
or using with ropes as a lowering 
sling, this combination stretcher 
and blanket folds down to a space 
saving 18 in. x 18 in., which makes 


‘casualty handling and removal 


» If you wish to have your name sent direct to the manufacturers of products 
and distributors of literature described in this review, check the appropriate 
items on this coupon, sign your name and address, clip and mail to the Edi- 
torial Department of HOSPITALS, J.A.H.A., 840 North Lake Shore Drive, 
Chicago 11, Illinois. | 
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Tray support. (2F-1) 
X-ray stain remover (2F-2) 
deodorizer (2F-3) 


(2F-4) 
oxide sterilization 
indicators (2F-5) 

Vaginal cleanser (2F-6) 


___.__—Foed service equipment catalogue 
(2FL-1) 
' Floor guide (2FL-2) 


NAME and TITLE 


Stretcher and blanket combination 


Remote control TV x-ray system (2F-7) 


PRODUCT NEWS 


X-Ray film developer (2F-8) 
Operating table (2F-9) 
accessory (2F-10) 
Instant pudding (2F-11) 

Revolving file (2F-12) 
cloth (2F-13) 

Surgical forceps (2F-14) 

Insulated beverage carrier (2F-15) 


PRODUCT LITERATURE 


Radioisotope measurement (2FL-3) 


Nursing care cards (2FL-4) 


HOSPITAL. 


ADDRESS 


(Please type or print in pencil) 
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faster and more efficient. Made of 
tear-resistant, waterproof, vinyl- 
coated nylon, the combined blanket 
and stretcher is also flame- and 
mildew-resistant. Can-Pro Corp., 
Dept. Ha, 19 E. McWilliams St., 
Fond du Lac, Wis. 


Ethylene oxide sterilization 
indicators (2F-5) 

Manufacturer's description: These ethyl- 
ene oxide indicators are attached 
to or enclosed with each article 
that goes into the ethylene oxide 
sterilizer. The bright yellow circu- 
lar discs change color to a dis- 
tinctive blue after exposure to 
ethylene oxide processing. If the 


Pon 


indicator remains yellow, becomes 
greenish-yellow or does not turn 
to a brilliant blue, inadequate 


processing is evidenced. Aseptic- 
Thermo Indicator Co., 11471 Van- 
owen St., Dept. H2, No. Hollywood, 


Calif. 


Vaginal cleanser (2F-6) 
Manufacturer's description: This aerosol 


cleanser, a replacement for the 


vaginal can used pre- 
operatively and postoperatively or 
as preparation for certain medical 
examinations. Contained in a plas- 
tic squeeze bottle, the soft foam is 
released through four openings in 
a short nozzle at the end of a cone, 
which can be sterilized by auto- 
claving, boiling or by cold sterili- 
zation. Menlo Pk. Labs., Inc., Dept. 
H2,c/o Fords P. O., Edison, N.J. 
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—- 90% OF FLOOR MOPPING COST 


IS LABOR . 
CAN YOU AFFORD NOT TO 
USE THE BEST TOOLS? _ 


Remote control TV x-ray system 
(2F-7) 

Manufacturer's description: From a safe 
distance, a radiologist, by means 
of this remote control x-ray table 
and image amplifier, can tilt the 
x-ray table to any angle, move the 
table top, control the amplifier 
shutter and apply compression to 
patient, while observing the image 
on the TV monitor or recording it 


H2, 25 S. Broadway, White Plains, 


X-Ray film developer (2F-8) 
Manufacturer's description: A high-speed 
film developer for minimum ex- 
posure cuts between 20 per cent - 
and 30 per cent from the x-radia- 
tion exposure time required by 


most developers, and its radio- 


graphic quality is high. This de- 
veloper reduces patient exposure 
by 12 per cent, and used in con- 
junction with selected screens and 
films, its reduction can exceed 50 
per cent. Designed for either man- 


ual processing or for use with 
automatic processors, it can be used 
for rapid processing at tempera- 
tures as high as 85° F. with no 
detrimental fog. Since it is self- 
replenishing, both a developer and 
a fixer need not be stocked. The 
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chemical is contained _in square, 
unbreakable, calibrated polyethyl- 
ene bottles, which permits easier 
stocking and uses less storage 
space. General Electric Co., X-ray 
Dept. H2, Milwaukee, Wis. 


Operating table (2F-9) 
Manufacturer's description: Power-oper- 


ated, dual safety dials, located at 


the head of the table, aid in ma- 
neuvering this portable table 
through a series of positions. Also 
included is an x-ray-penetrable 
top,;rubber mattress pad, double- 
clamp legholder sockets, padded 
leather wristlets, intravenous arm- 
board, body restraint strap, foot 
extension piece and an emergency 


mechanical bypass for positioning 
in the event of power failure. 
American Sterilizer Co., Dept. H2, 
Erie, Pa. 


Microscope accessory (2F-10) 
Manufacturer's description: This acces- 
sory eyepiece of variable power, 


Huygenian type from 10x to 20x 
-and parfocal through the power 
change, will adjust to most exist- 
ing microscopes taking standard 


eyepieces. Swift Instruments, Inc., 


Dept. H2, 1572 N. Fourth St., San 
Jose, Calif. | 


Instant puddings (2F-11) 

Manufacturer's description: Available in 
quantities of 12 two-lb. packages 
to a case, this instant pie filling and 
pudding takes only seven min. to 
prepare. For variety, fruit, nuts 
and other ingredients can be added 


to the three basic flavors of vanilla, 
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MARLITE TRENDWOODS 


...with the baked-on finish . 
that stays like new for years 


Distinctive’ hospital interiors need not be expensive to maintain. New 
Marlite Trendwoods, for example, capture the beauty and warmth of 
fine hardwoods, yet they wash in minutes with a damp cloth . . . keep 
maintenance costs low. | 

With its tough high-heat-baked melamine plastic finish, Marlite pro- 
vides remarkable resistance to stains, scuffs . . . needs no painting or. 
further protection. Mercurochrome, alcohol, fruit juices, ordinary acids 
—even boiling water — have no effect on this economical paneling. 

You can choose from six beautiful wood grains . . . ready to install 
by your own maintenance men without interrupting normal hospital 
activities. See your architect, contractor, building materials dealer, or 
writé Marlite Division of Masonite Corporation, Dept. 112, Dover, Ohio. 


 Marlite 


plastic-finished paneling 


6040 ANOTHER QUALITY PRODUCT OF MASONITE® RESEARCH 
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(Advertisement) 


| PROPERTY PROBLEMS—2 | 


your trustees asked you to 
IF account for all property and 
equipment in the hospital .. . 
could you tell them what there is, 
where it is, how much it is worth 
today, and how long it is likely to 
last? Do your property accounting 
procedures comply with auditing 
practices? Does each department head 
and section head know what equip- 
ment he is responsible for? Could 
equipment be purchased when identi- 


- cal items are lying unused and for- 


gotten elsewhere in the hospital? 


Questions such as these often trouble 
hospital trustees and officials. They 
bear the final responsibility for prop- 
erties whose values have increased 
rapidly in recent years. But they may 
lack the basic information they need 
—accurate knowledge of what they 
have. 

This happens because property rec- 
ords become outdated. Equipment is 
moved to a new location, but the rec- 
ords are not changed. Items may dis- 
appear or be damaged. Errors are 
inevitable. 

Many hospitals have found that the 
best answer to these problems is an 
appraisal which provides a detailed 
description of all property and equip- 
ment, current replacement cost, and 
depreciated value. Hospital officials 
use this information to control and 
account for property, and for other 
purposes such as determining the 
proper amount of fire insurance. 
Such an appraisal should be prepared 
by valuation experts who are familiar 
with hospital property problems and 
have up to date information on cur- 
rent building and equipment costs. 
A nation-wide organization, Marshall 
and Stevens offers a staff of appraisal 
engineers with many years of experi- 
ence in appraising hospitals through- 
out the United States and Canada. The 
informative booklet, The Purposes of 
Appraisals, is yours for the asking. 
Just write Marshall and Stevens, De- 
partment 56, 6 Church Street, New 
York 6, New York. Other offices in 
Chicago, Cincinnati, Dallas, Denver, 
Detroit, Houston, Los Angeles, Miami, 
Minneapolis, Montreal, Philadelphia, 
Phoenix, St. Louis, San Francisco, 
and Vancouver, B.C. | 
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chocolate and butterscotch. Be- 
cause the pudding thickens quickly, 
it can “hold the cut” in pie shells, 
or can be rewhipped to creamy 
smoothness. Kraft Foods, Dept. 
H2, 500 Peshtigo Ct., Chicago 90. 


Revolving file (2F-12) 
Manufacturer's description: A rotary file, 
which. can be expanded to six 
times its original capacity without 
using additional floor space, is ac- 
tivated by a horizontal wheel that 
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permits folders to be filed radially 
around the, hub. Each tier can hold 
an average of four file drawers. 
The base occupies a floor area of 
48 in. x 42 in. Wassell, Inc., Dept. 
H2, 225 State St., Westport, Conn. 


Polishing cloth (2F-13) 
Manufacturer's description: This 18 in. x 


30 in. absorbent, nonwoven, cotton 


wiping cloth, available in five 
colors, rinses out without launder- 


ing and can be used for polishing 
glassware, windows and mirrors. 
For-gan, Dept. H2, 226 W. Ontario 


St., Chicago 10. 


Surgical forceps (2F-14) 

Manufacturer's description: Available in 
7%-in., 9-in. and 11-in. lengths, 
these stainless steel, hand-finished 


instruments were designed for 
chest, cardiovascular, deep ab- 
dominal and gall bladder surgery. 
Manufactured in Sweden since 
1808, these instruments are de- 
signed for manual precision and 
have a one-and-four nonslip ratch- 
et incorporated in the handle. Den- 
nis R. Scanlan, Inc., Dept. H2, 600 
Pleasant Ave., St. Paul 2. 


Insulated beverage carrier (2F-15) 
Manufacturer's description: This five-gal- 


lon, insulated, rectangular bever- 


age carrier can be packed closer 
together in storage, taking up less 
space than conventional models. 
The unit features a self-locking, 
easy grip handle that allows one 
man to carry two containers. The 
one-piece, seamless stainless steel 
interior provides extra strength 
plus assured sanitation. Polar Ware 
Co., Dept. H2, Sheboygan, Wis. 
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SEE COUPON PAGE 75 


Food service equipment  cataloque 
(2FL-1)—An extensive line of 
equipment for food preparation 
and food service is pictured and 
described in this colorful catalogue. 
Included are stainless steel prod- 
ucts designed to reduce labor re- 
quirements in the kitchen and a 
section devoted to buffet table 
service items. Bloomfield Indus- 
tries, Inc., Dept. H2, 4546 W. 47th 
St., Chicago 32. 


Floor guide (2FL-2)—Maintenance 
methods for 13 different types of 
floors are described in this booklet. 
Cleaning and building procedures 
for vinyl, vinyl asbestos, rubber, 
linoleum, asphalt tile, terrazzo, 
concrete, cork, wood, marble, tile, 
magnesite and conductive floors 
are outlined in this guide. J. I. 
Holcomb Mfg. Co., Inc., Dept. H2, 
Indianapolis, Ind. 


Radioisotope measurement (2FL-3) 
—Written in clear terms and illus- 
trated with drawings, this booklet 
contains information on radioiso- 
-tope measurement in nuclear med- 


icine, which is_within the grasp | 


of laymen as well as those who 
work in medicine. The 2l-page 
appendix includes useful radio- 
isotope data, formulas and charts 
on radiation shielding, counting 
statistics, source activity and clin- 
ical calculations and information 
on resolving time. Picker X-Ray 
Corp., Dept. B24, 75 Varick St., 
New York, N.Y. 


Nursing care cards (2FL-4)—An il- 
lustrated four-page circular on 
nursing care cards and card file 
books furnishes information on 
time-saving condensed records of 
each patient’s medications and 
treatment. Also illustrated are sev- 
eral styles of card frames, card 
file books and desk directories 
which may be used as files for all 
visible records of patients. Physi- 


cians’ Record Co., Dept. H2, 3000 | 


S. Ridgeland Ave., Berwyn, IIl. 
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. Complete selection, tested performance, 


precision engineering, and proven results are offered by 


HAMILTON LABORATORY FUME HOODS. 


Included in the standard hood structures are: conventional, 


| air-foil, balanced air, radiation and perchloric acid designs, 


supplied in open or sash-front construction. Where your re- 


quirements call for individually 


designed fume hood structures, 


our experienced chemical and air conditioning consultants are 


at your service, without obligation, to plan your most exacting 


installations. These specialists 


are constantly developing and 


testing new types of structures including Complete Control 


Cabinets and Bacteriological Safety Cabinets that meet 


the most critical needs of growing scientific advances. 


For 


complete data,.and experienced assistance, we invite you to 


write or call Dept. 331. 


LETE LABORATORY 
EQUIPMENT 


COMP 
CONTROL SYSTEMS 


Hlamilton. 


PROFESSIONAL AND SCIENTIFIC FURNITURE 


BACTERIOLOGICAL 
SAFETY CABINETS 


new dimensions in time and 
space efficiency for: physicians; ~~ 
dentists; industrial, hospital, school 
laboratories; draftsmen; printers; ~~ 
libraries; home laundries. © 


Hamilton Manufacturing Company, Two Rivers, Wisconsin 
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MULTI-MATIC...Newest member 


The most versatile motorized 


, including Trendel- 


| pos 


ica 


ion indicator. 


bed med 


| Medical Positions. Quickly adjusts to pre- 


nburg and reverse Trendelenburg. 


Patient Control Switch. Easy-to-operate, 
2-button hand-control switch has simple d 


pos 


* 


4 


Say 


i 


oh 


a Z 
4 
Me, 
| 
4 
4 
& 
| 
~ 
Bie 


ee 


the Simmons line hospital beds 
bed available today! 


Removable Panels. Head and foot panels 
remove without tools for free area for traction 


Eliminates hours of nursing care. Permits patient to adjust the 
bed to the desired position. Can be adjusted to any prescribed 
medical position. Has eight distinct motorizing actions. Higher 
when it’s high, lower when it’s low than any other electric bed. 
Extra long for patient comfort. Other exclusive features include 
out-of-the-way storage space for bed accessories. 


Step ahead with Simmons in ’61. Look at Multi-Matic. De- 


signed by American Metal Products Co., it has been proved in ac- 


tual hospital use over a 2-year period and is now brought to you by 
Simmons—as the newest addition to an already conghe line of 
scientifically designed — beds, 


‘SIMMONS COMPANY 


CONTRACT DIVISIton 


Merchandise Mart « Chicago 54, illinois 


DISPLAY ROOMS: Chicago New York « Atianta + Columbus 
Dallas « San Francisco « Los Angeles 


All-Steel Construction. Electrical 
nism easily accessible, 3-piece mattre: 
panels eliminate need for bedboards. 


% 
15-Inch Mattress Panel Height Span. Pro- Bed Accessory Storage. Acc: : 
vides greatest mattress height span avail- be stored r within the | frame. | 
able—30 Nn. high to 15 Nciuges side raiis, whicn fold unger the be 
| 
* 
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SS. Mary & Elizabeth Hospital, Louisville, Ky. T. J. Nolan & Sons, architects & engineers; John Wile, general contractor; Bert J. Waltrip, mechanical contractor, all of Louisville. 
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At SS. Mary & Elizabeth Hospital, Louisville, 
Kentucky, a specially planned Johnson Pneumatic 
Control System helps provide the most modern 
environment for medical care. The system in- 


JOHNSON CONTROL 


for patient health and comfort throughout the 

200-bed hospital ~~ ASSURES THE IDEAL 
Especially important is the safe, dependable regu-  -: 

lation of thermal conditions in the operating 

rooms. Here, optimum temperature and humidity 


a ~ Jevels protect the patient during surgery and as- 

a - gure maximum safety while anesthetic gases are 

i” i . Bei ticall ted, Johnso 

Being pneumatically operated, Johnson FOR MODERN MEDICAL CARE 
pital safety requirements. 


Leading hospitals everywhere rely on the efficient, 
trouble-free performance of Johnson Control. A 
specially engineered Johnson System can provide 
an unmatched combination of accurate control, 
economy of operation, and low lifetime costs. _ 


When you build or modernize, be sure to ask 
your architect, consulting engineer, or local 
Johnson representative about the advantages of 
a Johnson Pneumatic Control System. Johnson 
Service Company, Milwaukee 1, Wisconsin. 105 


Direct Branch Offices. 
SYSTEMS | 


PNEUMATIC 
DESIGN *© MANUFACTURE © INSTALLATION © SINCE 1885 
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HE QUALITY of patient care is 
the responsibility of the hos- 
pital family collectively and of 
each employee individually. .Prop- 
er organization of hospital person- 
nel requires assignment of specific 
responsibilities to appropriate de- 
partments of the hospital. Each 
department must make assignment 
of responsibilities to available per- 
sonnel so that the total depart- 
mental responsibility is fulfilled. 

The engineer has direct responsi- 
bility for the operation of the 
physical plant, including the steam 
plant, which provides for heating, 
sterilization, cooking and. many 
other necessary functions in the 
operation of the hospital. He is 
responsible for air-conditioning 
equipment, which serves both pa- 
tients and employees; for mechani- 
cal equipment, such as vacuum 
pumps, condensation pumps, water 


circulation systems, water heating 


and air compressors, and for elec- 
trical distribution to all areas of 
the hospital including the kitchen, 

x-ray department and other parts 
of the plant. oo 


INDIRECT RESPONSIBILITIES 


The indirect responsibilities of 


the engineer include all services 
to the hospital equipment that 
make it easier for other depart- 


C. Franklin Fielden Jr. is executive di- 
rector, Memorial Hospital, Colorado 
Springs, Colo. 

This paper is based on a presentation 

at an American Hospital Association In- 
stitute on Hospital Engineering. 
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FAUCET-FIXER 
OR PATIENT CARE TEAM MEMBER? 


the 


In this article, the author discusses 
the contribution of the hospital engi- 
neer to better patient care in terms of 
his fulfillment of departmental re- 
sponsibilities in an organizational con- 
text. He also provides a supervisory 
check list by which the engineer can 
evaluate his performance. 


ments to function. The nursing de- 
partment, for example, has plumb- 


- ing facilities in all its utility rooms, 


all patient rooms, nursing stations 
and other areas. The dietary de- 
partment uses plumbing, steam for 
heating food carts, dishwashers, 
electrical or gas ranges, bake ovens 
and other items of equipment. The 
housekeeping department requires 
floor scrubbers and polishers that 
must be in good working order at 
all times. | 

These are indirect responsibili- 
ties, which the engineering and 
maintenance department must per- 
form well if patient care is to be 
of acceptable quality. How well 
the engineering and maintenance 
department. coordinates its work 
with departments responsible for 


direct care will determine, in some 


instances, whether patients receive 
care at all and, in others, the 
quality of care received. 

To consider how the hospital 
engineer can contribute to better 
patient care requires some appreci- 
ation of the responsibility of this 
individual in the hospital organi- 
zation. 

In considering the organizational 


structure of the hospital, it must 
be recognized that delegation of 
responsibility is the sole basis on. 
which a hospital can function. In 
a typical hospital situation, the 
governing body delegates to the 
administrator of the hospital re- 
sponsibility for planning, operation 
and control. This delegation of 
responsibility does not terminate 
the interest of the governing body 
in the affairs of the hospital. On 
the contrary, it creates an obliga- 
tion on the part of the governing 
body to give authority commensu- 
rate with responsibility. 

But the governing body cannot 
fulfill its responsibility entirely by 
delegation. A constant review of 
the hospital’s operation will in- 
dicate areas in which the governing 
body must take more than a pass- 
ing interest. This review will indi- 
cate areas in which administration 
could rightly be expected to do a 
better job. It will indicate areas 
in which the governing body needs 
to restate responsibilities which 
have been delegated. This continu- 
ing review might also indicate the 
need for the governing body to 
step in and encourage the adminis- 
trator by “holding up his hands” 
least he become “weary in well 
doing”’. 

The responsibility which the 
governing body delegates to the ad- 
ministrator cannot be fulfilled by 
drawing organizational charts and 
writing job descriptions. Such in- 
formation should be a by-product 
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~ of proper study of the organization, 
assignment of responsibilities and 
delegation of authority. It is at this 
point, where the administrator is 
fully aware of the responsibility 
that has been given to him, that 
a formal organization should begin 
to evolve. 

It is relatively simple to delegate 
responsibilities to the laboratory, 
department of radiology, nursing 
service, pharmacy, food service 
and the accounting department, 
but it is very difficult to delegate 
responsibilities to the hospital 
engineer. It is easy to conclude that 
the engineer should be responsible 
for the operation of the heating 
plant and the power plant, but 
difficult to decide whether he 
should be responsible for laundry, 
housekeeping and maintenance. 


All departments ‘of the hospital 
function more effectively when 
responsibilities are defined and 
functions clearly delineated. Fail- 
ure to make such definitions will 
impose limitations on the engi- 
neer’s opportunity to contribute to 
better patient care. The assignment 
of responsibilities and delegation 
of authority to the engineer should 
be based on a sound administrative 
decision, which the engineer under- 


stands and accepts wholeheartedly. | 


With an understanding of his re- 
sponsibilities, the engineer ‘must 
evaluate his personal qualifications 
for the position he holds. This 
evaluation should be as objective 
as the engineer’s conscience de- 
mands. The engineer who is con- 
tent with repairing leaky faucets 
reported by the food service de- 
partment, replacing burnt out 
lamps reported by nursing service 
and oiling squeaky door hinges re- 
ported by an irritated patient is 
not contributing to better patient 
care. 


SUPERVISORY CHECK LIST 


What might the engineer look 
for in this evaluation? Here ae a 
few areas to which the engineer 
should look when he evaluates 
himself. | 

How good a supervisor is he? 

1. Does his experience indicate 
that he has been successful in 
selection of personnel? 

2. Have his assignments of 
duties to personnel always been 
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accompanied by adequate instruc- 
tion? 

3. Does he periodically seek to 
determine how well instructions 
are followed? | 

4. Does he conduct a continuous 
training program for personnel 
directed toward improving their 
performance? 


5. Do his employees have respect — 


for one another—and for him? 

If he is a good supervisor, he is 
contributing to better patient care. 
How good a staff officer is he? 

1. Does he advise the adminis- 
trator on matters of policy and 


procedure which affect his depart- 


ment, either directly or indirectly? 

2. Does he prepare fully for con- 
ferences with the administrator 
and have all the pertinent facts 
before asking for a decision? 

3. When he is called on to serve 
on hospital committees, such as the 
infections committee, disaster com- 
mittee and safety committee, does 
he enter the discussions and offer 
advice well calculated to inform 
others whose knowledge may be 
limited? 

4. Does he represent the depart- 
ment forthrightly yet diplomati- 
cally at administrative staff con- 
ferences? 

5. Does the administrator rely 
on him to keep him informed and 
appraised of both achievements 
and failures? 

If he is a good staff officer, he is 
contributing to better patient care. 

How good a planner is he? 

1. Does he have a preventive 
maintenance program that has pro- 
duced a decrease in the number of 
emergency repair requests? 

2. Are his personnel scheduled 
for work on nursing units and 
other service departments at a 
time when they will cause the least 
possible inconvenience to patients 
and personnel? 

3. Does he periodically discuss 
responsibilities of the department 
with other department heads in 
whose department his employees 
must work? 

4. Does he have an adequate 
supply of parts and supplies to 
carry the department, or do per- 
sonnel make frequent trips to sup- 
pliers before completing an assign- 
ment? 

If he is a good planner, he is 
contributing to better patient care. 

How good a consultant is he? 


1. Does the purchasing agent 
consult him when equipment speci- 
fications are being written? 

2. When repairs on a particular 
piece of equipment are needed 
frequently, does he advise depart- 
ment heads on proper use of equip- 
ment? 

3. Do the heads of food service, 
nursing service, laboratory and 
x-ray receive adequate replies 
concerning maintenance problems? 

4. Do hospital personnel have 
his assurance that what he doesn’t 
know about an operating or main- 
tenance program, he will find out? 

If he is a good consultant to all 
department heads on equipment 
and its usage, he is contributing to 
better patient care. 


THE ENGINEER AS AMBASSADOR 


How good an ambassador of the 
hospital is he to the public? 

1. Do patients think he is con- 
cerned about “his” equipment, or 
do they think he and his personnel 
are primarily concerned with their 
(the patients’) comfort and con- 
venience? 

2. Do he and his employees know 
that to some patients what they do 
may be of more importance than 
nursing care? 

_ 3. Is he proud to be associated 
with the hospital and does he tell 
the public so? 

4. Does he feel that he is a part 


‘ of the hospital team, and conduct 


himself accordingly at all times? 

If he is a good ambassador for 
the hospital, he is contributing to 
better patient care. 

The hospital administrator does 
not expect the engineer to be an 
expert in every phase of hospital 
operation, but he does expect these 
things from him. The engineer’s 
continued employment is evidence 
of the administrator’s continued 
belief that the engineer is perform- 
ing in an acceptable manner. The 
administrator’s confidence in him 
should be a constant motivating 
force to the engineer. 

The engineer, on his part, should 
rectify his deficiencies. A constant 
effort on his part to meet the de- 
mands of his job by improving his 
qualifications is something the ad- 
ministrator has a right to expect. 
As the engineer moves to a higher 


level of qualification, he will be a 


more effective member of the hos- 
pital team. 
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Greater Comfort, 
Convenience, Safe 


Bed 


Psa the patient's personal approach, or from your functional, 
practical point of view, the new Polar Ware fracture pan is pre- 
ferred for bed service. Smaller in size and flatter in design than 
a pan of conventional design, it can be slipped into place far 
more easily . . . a convenience feature of special importance in 
caring for immobilized, arthritic, elderly or overweight patients. 
Special shaping aids substantially, too, in maintaining correct 
body alignment — provides maximum patient comfort and safety. 


Constructed of heavy gauge stainless steel, Polar Fracture Bed 


Pans guarantee years of extra service .. . and because they’re 


welded in one solid piece, they have a seamless, satin-smooth 
inside surface, completely free of crevices or any area that ac- 
cepted aseptic methods will not make sterile. Leading supply 
houses from coast to coast carry Polar Ware Fracture Bed Pans 
— premium in everything but price. Ask the salesmen who call 
on you, or write 


Polar Ware Co. © 


Merchandise Mart — Chicago 54 °*800 Senta F e Ave. tex 


No. OOR 


Also by Polar Ware — Panette No. 00R 
of heavy gauge stainless steel — scaled 
to children’s size. Seamless construction. 


Standard size Bed Pan No. 1m of Heavy ’ 


Gauge Stainless : 
Steel. Seamless con- 
struction. 


“°3500 LAKE SHORE ROAD 


SHEBOYGAN, WISCONSIN 


Offices in 


Ave. Other Principal Cities 
Room 1455 Los Panes ‘Calit. New York 17, N. Y. “Designates office and warehouse 
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Everyone in the hospital is happier with Fleet” Enema 


Economy-minded administrators appre- cated, anatomically correct 2-inch rectal 
ciate its time-saving convenience and tube. Patients enjoy a new freedom from 
greater efficiency on every service.’* visceral discomfort and personal embar- 
Nurses, aides, and orderlies are freed from rassment...while doctors can rely on its 
tedious preparation and cleanup. They quick yet thorough action with only 4% 
find the Fleet Enema easy to handle and _fi.oz. of precisely formulated, standardized 
completely safe because of the pre-lubri- solution. 

Fleet Enema may be used with confidence for a variety on sodium-restricted regimens.3 Systemic absorption is 


of diagnostic and therapeutic purposes—even for patients _ negligible. 
FLEET ENEMA 


READY-TO-USE SQUEEZE BOTTLE 


100 cc. contains: 16 Gm. sodium biphosphate and 6 Gm. sodium phosphate in 
42-fl.oz. squeeze bottle. Pediatric size, 2% fl.oz. Also available: Fleet Oil 
Retention Enema, 44-fl.oz. ready-to-use unit containing Minera] Oil U.S.P. 


1, Rainier, W.G., and Lee, B.: Hospitals, Jan. 1,1957. 2 Kehimann, W.H.: Med. Hosp, 84:104, May, 1955. 
8, Heliman, L.D.: To : C. B. FLEET CO., INC. LYNCHBURG, VIRGINIA 
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took meviews 


Social medicine study | in 
mero blood bank manual 


MEDICAL CARE UNDER THE NEW YORK 
WoORKMEN’S COMPENSATION. PRO- 
GRAM. Louis S. Reed. Ithaca, N.Y., 
Sloan Institute of Hospital Ad- 
ministration, Cornell University, 
1960. 208 pp. $2. 


In Professor Reed’s introduction 
to his monograph, he indicates that 
the study was limited by lack of 
time and resources. However, all 
persons interested in the provision 
of medical care for large groups 
of people will find that Mr.. Reed 
presents an outstanding and in- 
formative paper despite what he 
may see as limitations. 

.The book, well written and or- 
ganized, is a careful analysis of 
Workmen’s Compensation in New 
York. Interest in this monograph, 
however, will not be limited to 
medical care executives in New 
York. Especially valuable contri- 
butions to the literature of all 
modern social medicine are found 
in the chapter on “Problems of 
Medical Care Under the Program”’ 


and “Suggested Steps for Improve-_ 


ment”. For the hospital adminis- 
trator, one chapter deals with 
“Remuneration of Hospitals,” and 
the role of the hospital under such 
programs. For the social scientist, 
a most interesting portion of the 
book is devoted to a study of at- 
titudes of persons caring for in- 
-jured workmen. 
Professor Reed faces squarely 
the problems of a money-oriented 
law and its bureaucratic offsprings 
attempting to provide medical care 
in such. a way as to satisfy the 
intent of the law, the pleasure of 
the workmen, the tenets of 
organized medicine and the social 
conscience of the public. He master- 
fully presents each of these pres- 
sure points and then involves the 
reader in the real and basic issues 
which are of universal*importance. 
In some instances, the reader 
will find some of the “dirty linen” 


a bit unpleasant, but if the reader 


constructively opens his mind—as 
Professor Reed has done—he will 
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be rewarded by a Series of conclu- 


sions and recommendations which 
are sound and vital. Professor 


Reed’s concepts add weight to the © 


ever growing movement which ad- 
vocates that quality of care to the 
patient is of paramount importance 
and that the third-party agencies 
(such as Workmen’s Compensa- 
tion) have a_ responsibility to 
measure quality and to protect 
their beneficiaries from poor qual- 
ity. 

Professor Reed’s monograph is a 
welcome addition to the literature. 


For persons in responsible posi- 


tions in medical care administra- 
tion, this is an ideal presentation 
of one more facet of the complex 
problem of the distribution of 
medical care.—HAROLD BAUMGART- 
EN JR., assistant professor, admin- 
istratine medicine, Columbia Uni- 
versity. 


International nursing data 


EMPLOYMENT AND CONDITIONS OF 


WorK or Nurses. International 
Labour Office. Geneva Interna- 
tional Labour Office, 1960. 176 pp. 


$2. 


Since the book is published by 
the International Labour Office, 
the data reported are aimed pri- 
marily at working conditions, 
length of work week, holidays, an- 
nual leave, retirement, etc. It con- 
tains information from 56 coun- 
tries and territories. 

There are many good compara- 
tive tables, some of which are 
difficult to interpret and correlate 
because the countries are so very 
different. It is interesting to com- 
pare the United States with other 
countries. The comparative table 
of registered nurses on a popula- 
tion basis, for example, indicates 
that the United States is eighth 
with 25.6 per 10,000. population, 
England is,,first with 48.8 and 
Pakistan is Test with 0.1 registered 
nurses per 10,000 population. 
The length of work week study 


shows the United States has an 
average hour work week of 41 
hours, which, surprisingly, is sec- 
ond to 10 other countries, includ- 
ing Russia and Canada. These 10 
countries have an average work 
week of 39-40 hours. In more than 
half the countries, the normal 
work week exceeds 48 hours and 
runs to 72 hours in Portugal. In 
general, the United States com- 
pares well, but is seldom best 
although we might expect it to be. 

From the point of view of work- 
ing conditions, this study is quite 
complete. Arbitrary decisions had 
to be made so as to make the 
material usable. The salary studies 
would have been more informative 
to Americans if dollar comparisons © 
had been used. 

Thi¥ publication would be in- 
teresting to most students of nurs- 
ing and should be of value to-any 
nurse who is interested in her pro- 
fession on an international basis. 
—LEON C. PULLEN JR., adminis- 
trator, Decatur and Macon County 
Decatur, 


Revised blood bank manual 


Hospital blood banks will be 
pleased to know that a 1960 revi- 
sion of Technical Methods and 
Procedures by the American Asso- 
ciation of Blood Banks is now 
available, bringing up to date the 
four-year old second edition. A 
glance at the table of contents of 
this third edition indicates the ex- 
tensive coverage of the subject: 
blood donations, processing, blood 
grouping, crossmatching, labora- 
tory procedures, blood transfusion, 
labels and records, storage and 
por and Rh antibody 
tests. 

The only source for this publica- 
tion is the American Association 
of Blood Banks, Suite 1619, 30 
North Michigan Ave., Chicago 2, 
Ill. The price is $5 to nonmembers, 
$4 to members; all orders must be 
prepaid. 
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personnel changes 


@ Barry Bedenkop has been appointed assistant admin- 


_istrator of Sharon General Hospital, Sharon, Pa., 


succeeding David Jaye, who has become assistant ad- 
ministrator of St. Joseph’s Hospital, Joliet, Ill. Mr. 
Bedenkop is a graduate of Purdue University and 
the program in hospital administration at the Uni- 
versity of Chicago. He served his administrative 
residency at the University Hospitals, Cleveland, and 
has been administrative assistant at Sharon General 


Hospital. 


MR. ERICKSON 


MR. BEDENKOP MR. DANIELS 


@ John H. Daniels Jr. has been appointed director of the 
North Shore Hospital, Manhasset, L.I. Mr. Daniels has 


been acting director of the hospital since January 
1960. He is a graduate of the program in hospital 
administration at the University of Minnesota, and 
was a resident at Lewiston (Pa.) Hospital. He was 
assistant administrator of North Shore Hospital be- 
fore serving as acting director. 


@ Roy F. Erickson Jr. has been appointed administrator 
of the Passavant Memorial Area Hospital, Jackson- 
ville, Ill. He was formerly assistant administrator of 
Decatur and Macon County Hospital, Decatur, IIL., 
where he also served his residency. He is a graduate 
of the program in hospital administration at North- 
western University. 


@R. P. Hannum has been appointed administrator of 
Williams (Ariz:) Hospital. He retired from naval 
service in June 1960 after 20 years of active duty. 
He attended Allegheny College, Meadville, Pa., and 
graduated from the Naval School of Hospital Admin- 
istration, National Naval Medical Center, Bethesda, 


Md. 


@ David Jaye (see Bedenkop item). 
(Continued on page 91) 


For extra-long wear— 


BRILLO SUPERWELD FLOOR PADS 


can be used 


over...and over...and over 


Brillo Superweld Steel Wool Floor Pads There’s a Brillo Superweld Floor Pad ® 
are specially constructed with welded for every job... scrubbing, dfy-clean-. 
reinforcing ribs. This unique construc- ing or buffing. Send for free instructive 


tion prevents the sturdy steel woolfibers folder today. 
from unravelling even when you bump 


SUPERWELD 


baseboards or furniture. You get longer 


because Brillo Superweld can be used 


To strip floors completely 
Use BRILLO Syndisc® 
REVERSIBLE FLOOR PADS 


STEEL WOOL 


over and over and over again. 


BRILLO FLOOR PADS —7ie Safe Way to Beautiful Floors. 


A 


FLOOR PADS 


BRILLO MFO. CO., INC., BKLYN 1, N. Y. 
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An Ident-A-Band® goes onto your emer- 


gency patient in seconds, yet it protects him 
— and your hospital — around the clock. An emergency admission sometimes requires a quick 
change in the surgery schedule, sets in motion a sequence of rapid adjustments in hospital routine. 
At such times you may rest more easily knowing that the chance of identity error has been mini- 
mized. With Ident-A-Band by Hollister you can be swre your identification system is doing this 
job for you . . . without danger of being altered, water-blurred or transferred to another patient 
... whether it’s applied in the Emergency Room or in the Admitting Office. Write for full details. 


®ldent-A-Band is the registered trade-mark of Hollister Incorporated. 


: ’ HoLustere Hollister Incorporated, 833 North Orleans Street, Chicago 10, Illinois 


in Canada, Hollister Limited, 160 Bay Street, Toronto 1, Ontario 
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ASTIBELL disposable circumcision bell may be 


apere at birth in 2 to 3 minutes, minimizes 
chance of hemorrhaging. Eliminates later 
need for second room, nursing assistance, ster- 
ile pack. Hemostats and scissors are only in- 
struments required. No dressings or post oper- 
ative care needed. Bell drops off in 5 to 8 days 
leaving clean, well-healed line of excision. ° 


*Kariher, D. H:; Smith, T. W. Immediate Circumcision of 
the Newborn. Obs. & Gyn., 7:50, Jan., 1956. : 


IRD-CLAMP seals any size umbilical cord over 


safe quarter-inch area, eliminates hemorrhag- 
ing and seepage.t Easily applied with one 
hand, requires no tools. Maintains constant 
pressure as the cord shrinks. No belly band 
or dressings needed. Blind catch and serrated 
edges prevent accidental release or slipping. 
Nylon clamp is autoclavable and disposable. 


*#Kariher, D. H.; Smith, T. W. Personal correspondence, 
1959. Te, 
ven 


INCORPORAT 


write for samp/es and /iterature 4 | | 
833 North Orleans Street Tic S CR 
i 


Chicago 10, lilinois 
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@ Woodrow Lee is the new administrator of the Mc- 
Cune-Brooks Hospital, Carthage, Mo. His former 
position was that of assistant director of the John D. 
Archbold Memorial Hospital, Thomasville, Ga. A 
graduate of Lake Forest College, Lake Forest, IIl., and 
the course in hospital administration at the University 
of Minnesota, Mr. Lee is a member of the American 
Hospital- Association and the American College of 
Hospital Administrators. . 


3 THE MODERN METHOD OF DISPENSING oe 


Mes “Me “No Wie 


@ Sister Mary Lenore (Weier), 0.S.F. (see following item). 


@ Sister Mary Yvonne (Becker), ©.S.F., has been ap- 
pointed administrator of St. Gabriel’s Hospital, Little 
Falls, Minn. Prior to this appointment she was 
administrator for six years of St. Francis Hospital, 
Breckenridge, Minn. She received her R.N. from St. 
Francis School of Nursing, Breckenridge, and is a 
member of the American College of Hospital Admin- 
istrators. She succeeds Sister Mary Lenore (Weiler), O.S.F., 
who has been appointed hospital consultant for all 1] 
hospitals of the Franciscan Sisters of. the Immaculate 
Conception. 


FREE OP PEE! 


Select Your 
Own 5 Kit! 
FREE Carrying And 
Storage Rack With 
Every 5 Different 
Sprays Ordered! 


Ordor Now! 


@.L. V. Stigler has been appointed administrator of 
Page Hospital, Glen Canyon Dam, Page, Ariz. He is a 
graduate of the Naval School of Hospital Administra- : 
tion and has served for the past 24 years in the Naval 


FROM THE WORLD'S MOST 
COMPLETE LINE OF 
MEDICAL SPRAYS! Y 


Medical Department in various administrative capac- 
ities. 


@ Edward J. West, M.D., has been appointed superin- 


C) SPRAY-BAND® Antibiotic 
The Spray- -On 
Bandage’ Wit 
Breathing Permeability 


Vi Check Items Desired 


[_] SKIN-FREEZE® Non- 
Flammable, Economical 
Topical Anesthetic For 
Daily Use $1.25 Ea. 


tendent of Charles V. Chapin Hospital, Providence, For Faster Healing §=« $2.08 Ea. Cl Fivoro-perma Longer. 
. WATERPROOF SPRAY- sting, Non-Fiammabie 
R.I., where he has served as clinical director and 0 BAND® Ideal For Anesthetic For Skin- 
A Waterproofing Casts & Planing $2.55 Ea. 
assistant superintendent since 1945. He received his Attaching Hleostomy POWDAIR® Spray-On 
| For Dust- 
Ph. B. from Brown University and M.D. from Har- Tr) apacseawave Powser Ideal For Dus $1.45 Ea. 
vard University. Non-Flammable Adhesive with 6-118, 
tape Remover $1 Disinfects Cassettes. 
[] scuuco X-Ray Table Tops, etc. $1.65 Ea. 


@ Eugene H. Wolinsky has been appointed administra- 
tor of Haverford Hospital, Havertown, Pa. He re- 


places Harry W. Benjamin, who has served in this ca- | 


pacity since the opening of the hospital in August 
1958. Mr. Wolinsky was previously associated with 


Centre County Hospital in Bellefonte, Pa., and is a. 


graduate of Columbia University’s program in hos- 
pital administration. He is a member of the Ameri- 
can Hospital Association. 


TINC. OF 
SENZOIN Protects 
Under Tapings, Casts 
Orthopedic $1.60 Ea, 


CLEAN-AIR® Bacterio- 
static Space Deodorizer 
For Sickrooms 


Doctors’ Offices $1.35 Ea, 


[_] ASEPTOZONE® Long- 


Lasting, Spot Disinfectant 
Bacte 


Spray-Kills Most 
& Fungi On Contact $1.65 Ea. 


SCHUCO SILICONE SKIN 

SPRAY With G-11® 
Protects Skin & Promotes 
Healing Of Bed Sores & 


Skin irritations $1.90 Ea. 


Scuuco AEROSOL 
MERTHIOLATE The 
Aerosol Application— 


SCHUCO GENTIAN 
VIOLET SPRAY Spray-On 
Application With Metered 
Valve Waste 
No Mess, Spillproof 


ScHUCO BURN SPRAY 
Non-Fiammabie—With 
Tannic Acid, Benzocaine & 
Oils For Soothing Relief — 


$2.55 Ea. 


Promotes Healing $2.55 Ea. 


) SCHUCO BENZOCAINE 
Spray-On Topical Anes- 
thetic With Benzalkonium 
Chioride For Gynecological 
& Other Applications 55 


C) scmuco Tinc. or GREEN 
SOAP With G-1 
Germicidal thy At Its 
Best—For Use Anywhere, 


No Mess, No Waste, Anytime $1.05 Ea. 
Special Notes Spillproot $2.50 Ea.) The Revolu- 
INSTRU-CARE® The tionary, Super-Concen- 


> Mrs. Florence L. Baltz, president of the American Asso- 
ciation of Nursing Homes, was made an honorary 
member of the Illinois Hospital Association at the 
association’s annual banquet December 1. 


> Mrs. C. H. Horner, president of the South Dakota 


Hospital Auxiliary Association, was named outstand- | 


ing community citizen and presented the Brookings 
(S. Dak.) Chamber of Commerce 1960 Merit Award 
at the annual Brookings Chamber of Commerce ban- 
quet. Mrs. Horner has been active for many years 
in the Brookings Municipal Hospital blood bank, and 
is serving her second term as president of the South 


Dakota auxiliary group. 
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Oil-less Lubricant With 
Siticone—For instruments 
& Glassware $1.60 


trated Liquid Detergent 
For Glassware, Surg. 
Instr., etc., In Lab., 
Hosp. '& Phys. Offices 


$3.00 Ea. 


‘Write For Special Quantity Discounts! : 


SCHUCO INDUSTRIES 
Division Of SCHUELER & COMPANY 
75 Cliff St., New York 38, N. Y. 


AAA rate 


Zone State 


Ordered By: 


Dept. 


BILL THRU DEALER (Name): 
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Oatmeal makes the»patient'feel “at home” 


; 
( 


$3 : 3 


© an idee! food for hospitalized pationts, pro- 


_ viding more protein than any other whole-grain cereal. 

. . : : Oatmeal with milk contributes substantially to the dietary 
is high in protein... — allowances recommended for thiamine, riboflavin, niacin 
. . . : and iron. Rich in phosphorus, low in sodium, it is unsur- 
Oatmeal is easy to prepare ... and economical to serve. 


It’s high in nourishment . . . low in calories, even with milk. 

One ounce of Quaker Oats provides the following percentages of 
adult M.D.R.: thiamine (vitamin Bi) 16.5%, phosphorus 16.5%, and 
iron 11.0%. Each ounce also provides 110 calories, and 16.7% protein, 
6.9% fat, 62.4% carbohydrates, and 1.5% non-nutritive crude fiber. 


Quaker Oats For additional information write: Medical Service Dept. 
and Mother's Oats 


The Quaker Oats Company 


CHICAGO 64, ILLINOIS 
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Molding effective 
dietary-administration 


relationships 


LARGE hospital dietary de- 
partment has been described 
as spanning “the range of the hos- 
pital prestige hierarchy from lab- 
oratory studies of nutrition to po- 
tato peeling and pot washing.” 
Nevertheless, the well organized 
dietary department has a line of 
authority similar to that of a de- 
partment or section of a business 
organization. The larger the de- 
partment the more formal is its 
organization with each lower posi- 
tion under the supervisor of a 
higher one. The degree of formal- 
ity may be said to be the number 
of strata or levels which separate 


the above cited potato peeler or > 


pot washer from the dietitian. 
The dietitian, as a department 
head, is a professional member of 
the hospital staff. As such, she is 
less of a “doer of details’ and more 
of a planner, organizer, director, 
coordinator, evaluator and repor- 
.ter. Both the professional and ad- 
ministrative functions of her posi- 
tion require her immediate interest 
to be not only in the efficient 
operation of her own department 
to achieve the mission of patient 


M. Virginia Bounds is dietetic specialist 
in administration, Department of Medicine 
and Surgery, Veterans Administration, 
Washington, D.C. This article is adapted 
from a presentation at an American Hos- 
pital Association dietary department ad- 
ministration institute. ; 
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The role of the hospital dietitian, 
according to the author, is less of a 
“doer of details” and more of a 
planner, organizer, director, coordi- 
nator, evaluator and reporter. Each 
phase of. the dietitian’s administrative 
job is discussed separately and specific 
suggestions are given on how each 
phase can best be implemented. 


care, but also to fit her depart- 
mental efforts in with those of the 
total hospital program. 

Because much of the dietitian’s 
day is spent in formal or informal 
conferences with heads of other 
services, both professional and ad- 
ministrative, her office should be 
located near theirs. The author 
remembers so well her first posi- 
tion as chief dietitian of a hospital 
having two divisions, located ap- 
proximately one and one-half miles 
apart. Her office in the administra- 
tive building was so far removed 
from actual food preparation that 


she was homesick for the sounds 


and aroma that she associated with 
food service work—the smell of 
coffee brewing, the clatter of pots 
and pans, and even the hypersen- 
sitive urge to jump just before a 
tray of dishes accidentally dropped 
to the floor. 


LOCATING THE OFFICE 
The physical remoteness of the 


dietitian’s desk from the function- 
ing nucleus of her department 
does not mean that she gets only 
a “mountain-top view” of day-to- 
day operations. Through the peri- 


‘ scopic eyes of her dietary staff and 


her personal contact with her 
department, she knows the inner 
functions of each unit. She knows 
the employees working in the 
various units as people, who have 
feelings and need for recognition. 
She knows their abilities, poten- 
tialities and work performance. 
Foremost in her mind are the 
standards which she sets for her 
department and the awareness 
that these standards are dependent 
upon her own ideals and the guid- 
ance that she gives in seeing that 
they are attained. The dietitian 
uses her mountain top as a vantage 
point in analyzing and reviewing 
the effectiveness of her food service 
on the basis of clearly expected 
results and in evaluating its repu- 
tation within the hospital and the 
community. 

To further emphasize the mag- 
nitude of the dietitian’s job, par- 
ticularly in a large hospital, we 
need but take invoice of the major 
functional elements for which she 
is accountable in giving service to 


the patient. They include the over-— 


all development and organization 
of the dietetic program; food 
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Chief Dietitian 


1.Plans, organizes and directs all 
activities of dietetic service. 


2.Provides staff assistance in diet- 
| etic matters. 
3.Coordinates dietetic functions with 
all other hospital activities. 
Assistant Chief Dietitian 


l.Acts as full assistant to chie 
dietitian. 

2.-Coordinates and gives general super- 
vision of programs and activities in 
dietetic service. 


| L | 
Patient Food Production Education 
earc 


1.Apples nutrition in medical treatasnt 
of patients; teaches nutrition educa- 
tion to patients, medical and para- 
medical personnel, 

2.Promotes recognition of hospital as a 
part of the community. Develops nutri- 
tional studies and nutrition research. 


1.Develops menu planning. 

2-Estimates, requests, receives, in- 
spects and stores food supplies., 

 3.Plans for personnel utilization, 

safety and sanitation. 

Maintains current nutritional and 
cost records; compiles reports; 
estimates meals served and budget 
requests. 


i 


1.Plans and organises training program to 
develop job skills, good work habits, 
knowledge and better patient care. 

2.Enhances opportunities for advancement 
of professional and nonprofessi onal 
dietetic employees. 


Pood Service 
1.Serves quality food in all service 
units. 
2.Maintains sanitation in all units in 
dietetic service. 
3.Inventories and replaces all supplies 
used in food service. 


budgeting, requisitioning, prepa- 
ration and service; patient ther- 
apy; training and research. It goes 
without saying that she cannot 
stay in her “ivory tower.” 

Now that we can visualize the 
dietitian in a formal organization, 
we can see that it is not her duties 
per se which are so different from 
the duties of the dietitian in the 
informal organization. Instead, it 
is the distribution of these duties 
and the tools used in accomplish- 
ing them. 

It has been said that “communi- 
cations may be considered the basic 
tool for achieving the objectives 
of the formaY organization.” Com- 
munications serve three purposes: 
(1) to convey instructions and 
policy decisions; (2) to transmit 
to the head of the hospital, the 
reports, suggestions and experi- 
ences of employees; and (3) to 
create a common understanding of 
the group’s purpose. This is ac- 
complished by the oral media 
(informal discussions and confer- 
ences) and by the written media 
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FUNCTIONAL CHART 
FOR 
DIETETIC SERVICE 


DEVELOPED BY 


VETERANS ADMINISTRATION 


(memoranda, instructions, and re- 
ports). 

Because it is extremely difficult 
in the formal or large organization 
to exchange information verbatim 
between the countless persons con- 
cerned, the written word is the 
customary method employed. In 
order to establish clarity and or- 
derliness and to avoid loss of 
identity in objectives, the written 
word is used not only to dissemi- 
nate information to all hospital 
personnel concerned but also fo 
record significant verbal discus- 
sions. 

In working with her adminis- 
trator, the dietitian has dual re- 
sponsibilities. As a department 
head, she is held accountable for 
all the functions previously men- 
tioned, including keeping the ad- 
ministrator advised at all times on 
the status of her department. As a 
member of the hospital team, she 
works cohesively with other de- 
partment heads and shares with 
them leadership roles directed to- 
ward the fulfillment of the over-all 


4 Food Preparation 
1.Prepares all raw fruits and vegetables in 
vegetable preparation unit used in main 

kitchen. 

2.Cats and portions all meat. 

3.Prepares all bakery items. 

k.Prepares all nourishments and sends to 
ward kitchens. 

5.Cooks and distributes all food for 
serving units. 


hospital objectives and the ad- 
vancement of the medical care 
program. She is alert to the span 
of authority delegated to her and 
uses this authority to relieve the 
administrator of as many details 
as possible. 

To review briefly how this is 
accomplished, let us look at each 
functional element. 


Short- and long-range plans: 
serve as a systematic and coordi- 
nated stimulus toward achieve- 
ment of desired accomplishments. 
These plans are formalized (in 
writing) and give consideration to 
the mission, the scope and cost of 
the activity, and to the means by 
which they are to be carried out. 
Since realistic plans must draw in 
all individuals or department heads 
whose interests are involved, many 
informal meetings or conferences 


‘may precede their formal develop- 


ment. Well developed and coordi- 
nated plans are an orderly ap- 
proach to an_ effective program. 
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When written and circulated, these 
‘plans keep personnel at both the 
top and bottom “in the know,” 
which is a morale factor at all 
levels of command. | 


ORGANIZING 
Organization means the .estab- 


lishment of a division of labor, . 


with each position defined in terms 
of its relation to the whole. An 
organizational chart, posted where 
all dietetic employees may see it, 
provides a visual description of the 
over-all staffiing plan and the hos- 
pital chain of command, of the 
broad interrelationships of the 
work areas, and of the opportuni- 
ties for advancement. | 


DIRECTING 


Directing is delegating author- 
ity; supervising, and making de- 
cisions. A successful dietitian is a 
motivator, and the prime incentive 
that she can give her employees is 
delegated authority to achieve as- 
signed responsibilities. Due to the 
complexity of the large institution, 
written statements of duties, com- 


monly called job descriptions, are 
requisite for clear-cut divisions of 
labor, thereby increasing efficiency 
of operations. 

At this point it might be well 
to mention the delegation of non- 
professional duties to trained and 
capable food service supervisors 
and clerical workers. No adminis- 
trator sanctions the waste of pro- 
fessional time through the per- 
formance of work that could be 
accomplished by other employees. 

Another tool used more fre- 


- quently in the formal than in the 


informal structure is the functional 
chart (see facing page). A clearly 
outlined functional chart assures 
each employee that he knows the 
relationship of his duties to those 
of his co-workers and his super- 
visors. Such a chart outlines how 
tasks are coordinated and thus di- 
verts employees at all levels from 
trespassing on responsibilities as- 


signed to others. 


Well defined and scheduled pro- 
grams of training and staff de- 
velopment are interrelated with 
operating efficiency. Organized 


training is interdepartmental, in- 
tradepartmental and hospital in- 
tegrated, i.e. members of the 
dietetic staff conduct classes in 
nutrition education for nursing per- 
sonnel; nursing instructors train 
dietary employees in procedures of 
aseptic technique; the safety or 
engineering officer holds integrated 
classes in safety for all hospital 
personnel, both professional and 
nonprofessional. 

Records are maintained on each 
employee to reflect training that 
he has received, regardless of 
whether it is terrhed inservice, on- 
the-job, or off-the-job. These rec- 
ords assist in reviewing and fol- 
lowing up on program effectiveness 
and in evaluating the employee’s 
potentials for advancement. Rec- 
ords also prevent duplication. 


COORDINATING 


The use of the team approach in 
solving problems of mutual inter- 
est and concern necessitates the 
dietitian devoting- an increasing 
proportion of her professional time 
to working with other department 


on™ too, has its place in a well 


balanced diet. As a pure, wholesome 
drink, it provides a bit of quick energy 
... brings you back refreshed after work 
or play. It contributes to good health 
by providing a pleasurable moment’s 
pause from the pace of a busy day. 


THAOCE 


JANUARY 16, 1961, VOL. 35 


95 


| 
(¢ “Lf, | 
DRINK | | 
fff 
CLE, 


7 


~ has enabled us to 
provide patients with 
quieter and 
attractive 


food service.» 


James E. Davis 
Administrator 
Casita Hospital 
Indio, California 


Casita is a small general hospital with 
kitchen convenient to all rooms. Six years 
ago adequately heated water was tempo- 
rarily impossible to obtain for proper dish- 
washing, so all-paper food service came 
into use. 

The sanitary value of paper has since 
become so thoroughly appreciated by pa- 
tients and staff that a return to traditional 
food service is no longer considered at 
Casita Hospital. 

Administrator Davis feels that all-paper 
food service has made numerous impor- 
tant advantages permanent realities. Sub- 
stantial savings in storage space, equip- 
ment, and labor are obvious. But equally 
significant to kitchen staff and patients, 
and the nurses’ aides who serve all meals 
are the light weight, quietness, ease of 
handling, and attractiveness of paper. 


HELPFUL IDEAS FOR YOU 


The above report is further evidence that 
all-paper service can improve any mass 
feeding operation, large or small. Your 
paper wholesaler will be glad to discuss the 
advantages of this modern food service in 
your own operation. Phone him today. 


PAPER CUP AND CONTAINER INSTITUTE, INC. 


250 Park Avenue, New York 17,.N. Y. 


the personal 


heads and groups. Nevertheless, 
this close bond is most essential, 
especially in large hospitals having 
numerous speciality areas. Such 
pooling of efforts results in sound 
solutions to many small intrade- 
partmental problems which may 


be settled without infringing on 


the administrator’s time. However, 
the administrator is kept informed 
of significant plans or results of 
these meetings through written re- 
ports, minutes and oral reports 
given at his own staff meetings. 
Through the team approach, 
proposed actions affecting existing 
hospital policies may be partially 
or fully developed prior to being 
discussed with the administrator or 
submitted to him formally for ap- 
proval. Two examples are: re- 
scheduling of meal hours and pro- 
vision of nourishments to surgery 
and other hospital services. 
Efficient management requires 
systematized procedures in estab- 
lishing working relationships of 
the dietary department with sup- 
porting administrative — services. 
Here are a few examples where 


these procedures are necessary: 


purchase orders, personnel actions, 
work orders, and specifications for 


food and equipment. The dietitian 


keeps a current file of the areas 
where she is authorized to sign 
official documents in place of the 
administrator. Such authority re- 
quires complete up-to-the-minute 
knowledge of her departmental 
needs and status of the budget. 
When the administrator voices 
confidence in his dietitian by: per- 
mitting her to sign for the ex- 
penditure of such a large amount 
of the hospital budget, the dieti- 
tian is obligated to know and 
understand the principles of ad- 
ministration as well as to keep the 
administrator informed of the 
over-all effect of actions taken. 
Strong working. relationships 
with the medical and paramedical 
services are requisites for hospital 
dietary service. The professional 
quality of the communications be- 
tween the services is supported 
on a formal basis so that the work 
and skill of one medical specialty 
may complement those of others. 
Conventional tools used by dietary 
departments to reach into the 
many -medical treatment areas in- 
clude diet and procedure manuals, 


- formal reporting 


ber, 


interpretation of dietary prescrip- 
tions, nutritional histories, prog- 
ress notes and teaching materials 
for patients and staff. 

Another formal procedure is the 


-circulation of advance announce- 


ments of professional and _ staff 
development programs. The distri- 
bution of these schedules to all 
department heads serves as an in- 
valuable stimulus in coordinating 
total hospital operations. Although 
it is appropriate at times for the 
dietitian to designate various staff 
members to participate in some of 
these conferences, she is kept in- 
formed through her staff meetings, 
written reports or circulated min- 
utes. In like manner, she keeps 
up to date on routine medical ac- 
tivities such as ward rounds and 
medical staff meetings. 
REPORTING 
Reporting is the process or sys- 
tem by which information neces- 
sary to the successful management 
of an organization flows upward 
and horizontally. It is an integral 
part of the communications system 
between the dietitian and the ad- 
ministrator of the hospital. Also, 


-reports are an excellent means of 


establishing rapport. 

Because written communications 
fail to convey the warmth and 
understanding of personal contacts, 
is used as a 
supplement to rather than a re- 
placement for informal reporting. 
Even in the large institution, the 
dietitian should have periodic per- 
sonal conferences with her ad- 
ministrator. The frequency of these 
meetings and arrangement for 
their schedule depend upon the 
individual situation. They should 
be held at least once or twice a 
month. 

In consideration for the admin- 
istrator’s time, the dietitian should 
be prepared to give him a clear, 
concise picture of dietary activi- 
ties, devoid of any insignificant 


details. Some administrators want 


an agenda of the proposed discus- 
sion on their desk several days 
prior to the meeting so that they 
may review previous notes or other 
relative information. In any event, 
data which are difficult to remem- 
such as figures, should be 
briefly summarized in writing and 
left with the administrator for 
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more detailed review at a later 
time. 

Less personal communication 
with the administrator is carried 
out through group conferences and 
systematic management reporting. 
The dietitian attends and partici- 
pates in the administrator’s weekly 
staff conferences and acts in a 


liaison capacity for the dietary © 


department. She also presents in- 
formation of interest or concern to 
. all department heads. Periodically 
staff conferences may be devoted 
to a detailed report of the activities 
of one service. 

The head of the dietary depart- 


ment acts as a consultant in her 


specialty on numerous other staff 
committees, such as those devoted 
‘ solely to budget, incentive awards, 
personnel requirements and space 
and equipment. 

A systematic reporting tech- 
nique, such as the suggested use of 
a managerial notebook, -is a means 
of providing the administrator 
with information which he may 
need in making sound decisions 
concerning the hospital as a unit. 
Perhaps this notebook need only 
contain a few line charts or simple 
graphs, plus brief summary state- 
ments. However, it is well to 
remember that numbers and state- 
ments in themselves are meaning- 
less unless compared to something 
fixed. For example, the number of 
personnel in a department is im- 
portant only when compared to: 
(1) funds available, and (2) num- 
ber of personnel required to main- 
tain desired standards. Similarly, 
food costs are meaningful only 
when related to: (1) nutritional 
content of diet served, and (2) 
patient acceptability. <- 

Effective reporting meets the 
- needs of the person who is to use 
it; in this case the administrator. 
Consequently, a requisite 
know him—the amount of time he 
has to devote to your reports, the 


amount of explanation or justifica- - 


tion that he desires, and the style 
of reports or graphic material that 
he prefers. Formal reporting in- 
cludes not only the submission of 
data, charts and tables, but also 
includes program review, appraisal 
and recommendations. Since the 
dietitian is a staff official with an 
intimate knowledge of her depart- 
ment as well as the specialized 
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subject of dietetics, the top execu- 


tive wants to know and respects 


her creative thoughts, opinions and 
solutions. It is well to remember 
that management which is kept 
currently apprised of the quality, 
efficiency, economy, projected needs 
and plans of the dietary depart- 
ment can be expected to support it. 

How do these goals and activities 
affect the dietitian’s working on a 
formal basis with her administra- 
tor? She must keep the department 
directed toward the hospital’s mis- 
sion to relieve the administrator of 


minor details. Through formal 
communications the administrator 
must be assured that the dietitian 
as a member of his professional 
staff is keeping him informed of 
major happenings which are sig- 
nificant to the operation of the 
hospital as a whole. Last, but not 
least, the loyalty and dedication of 
the dietitian makes the adminis- 
trator’s big job an easier and more 
enjoyable one. 
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Stainless steel cover hos special 
 heot-frop design 


Dri-Heat Hot Plote accommodates 
any stondard ching or plastic dish 


Special alloy pellets can be used 
for heating or chilling 


protects diner’s hands. Double wall 
fully not to 


Fully insulated stainless steel’ base 
some apart. 


Dri-Heat centralized feeding 


delivers hot food to patients 
cuts your costs 
speeds your service 


“Too many cooks can spoil the broth’... 
and your cost control picture as well. 
With Dri-Heat centralized feeding you no 


s longer need “too many cooks.” Instead you 
| keep costs down to a minimum by eliminat- 


ing duplicate efforts in several kitchens—and 
you end food waste. Best of all, you can 
increase menu variety and improve the’ 
“patient appeal” of all the food you serve. 

Dri-Heat makes all this possible with a 
fully integrated system. Food is assembled 
on Dri-Heat assembly tables . .. in Dri-Heat 
hot plates (using Dri-Heat Pellets, Pellet 
Ovens and Oven Stands) ... then it is car- 
ried to the patient in piping-hot, deliciously 
fresh condition in Dri-Heat Traycarts. And 
remember, the heat source stays with the 
food after it has been delivered to the patient 
so that food stays hot until consumed. No 
more “cold food complaints!” 

You can use all or part of the money- 
saving Dri-Heat system depending on your 
present equipment. Get full details today. 


Heart of the Dri-Heat system... 
the finest hot-plate made! 


Quality is immediately apparent in all Dri- 
Heat products—and especially in this mag- 
nificent hot-plate. Scientifically engineered 
to provide air circulation around all sides of 
the heated pellet, it keeps food hotter. The 
heavily insulated, double-wall bottom shell 
stays cool to the touch. No soldered joints to 
come apart or break loose! , 
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TRAY CART 


HEAT FOOD SYSTEM, INC. 
510 North Dearborn Street 
Chicago, IHinois 
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NOTES AND COMMENT 


Houston hospital lists three menu favorites 


Patients at Methodist Hospital in CHEESE PUFFS 

Houston, Tex., have listed cheese (50 servings) 

puffs, eggplant souffle and hot 9%4 lbs. shredded cheese 

chicken salad among their menu 14 oz. flour — 

favorites, reports Frances L. Low, 2% lbs. egg whites 

the hospital’s director of dietetics. 2 tsp. salt 

Miss Low has included these items 2 qts. bread crumbs 

on her set of spring cycle menus 1. Grate cheese. 

beginning on p. 100. | 2. Fold flour and salt into cheese. 
Here are the recipes for these 3. Beat egg whites until stiff but 

menu items. not dry. 


INSULATED! UNBREAKABLE! HYGIENIC! 


STAINLESS STEEL 


Improved Individual 


server 


Keeps beverages HOT or COLD for hours 


of hospital carts 
Holds temperature constant —keeps 
X beverages fresh at bedside. Improved 
Thumb-lift hinge for thumb-lift cover and roomy handle make it 
one-hand pouring— easy for patient to serve himself. Fits in 
— cata wll 514” shelf spaces of hospital carts. Wide 
efficient machine washing mouth and wide-opening firmly hinged 


cover permit easy sterilization in dishwash 
machines. Heavy gauge stainless steel body, 
lining, and cover. Nothing to break. Pays for 
itself. 10-oz. capacity. No. 8210 


NEW LOW-PRICE TRAY CARD HOLDER 


Holds card just right to identify tray at a glance. Stain- 
less steel, easy to keep clean and shining. Adds to 
service, costs very /ittle. No. 9208. 


First ia stainless steel utensils for the medical profession 


THE VOLLRATH COMPANY 


SHEBOYGAN, WISCONSIN 
Sales offices and show rooms: New York, Chicago, Los Angeles 


4. Lightly fold egg whites into 
cheese mixture. 

5. Dip with #20 dipper. 

6. Place on tray and chill. 

7. Roll puffs in bread crumbs 
and fry in deep fat, 375° F. 

8. Allow two, 2-ounce puffs per 
serving. 

NOTE: Cheese puffs may be 
served with crisp bacon curls. 


EGGPLANT SOUFFLE 
(80 servings) 


1 lb. margarine 
1 lb. flour, pastry 
3 oz. salt 
7 Ibs. milk 
1% Ibs. egg yolks 
7% Ibs. eggplant, cooked and 
chopped 
1 lb. bread crumbs 
2% Ibs. egg whites 


1. Cook margarine, flour, salt 
and milk to a smooth paste. 

2. Beat egg yolks; add a small 
amount of sauce to egg yolks; then 
add eggs to hot sauce. Mix well. 

3. Add eggplant to hot sauce. 

4. Remove from heat and add 
bread crumbs. 

5. Beat egg whites until stiff, 
but not dry. Fold into eggplant 
mixture. Scale equally into 4 un- 
greased pans (9 x 11 inches). 

6. Bake in 325° F. oven for 30 
minutes or until inserted knife 
(silver) comes out clean. 

7. Allow 20 servings per pan. 


HOT CHICKEN SALAD 
(80, four-ounce servings) — 


7 Ibs. chicken, cooked and chopped © 
5%4 lbs. celery, chopped 
1 lb. almonds, chopped 
12 oz. green pepper, chopped 
6 oz. pimiento, chopped 
8 oz. onion, minced 
1% tbsp. salt 
1 tbsp. celery salt 
8 oz. lemon juice 
3 lbs. 2 oz. mayonnaise 
34 lb. grated cheese 
2 lbs. potato chips, crushed 


1. Blend chicken, celery, al- 


'monds, green pepper, pimiento, 


onion, salt, celery salt, lemon juice 
and mayonnaise. 

2. Scale 10 lbs. salad into each 
of two 12 x 18-inch pans. 

3. Top with grated cheese and 
crushed potato chips. 

4. Bake in moderate oven (350° 
F.) for 25 minutes or until cheese 
is melted. 

5. Use #12 dipper and agen 
40 servings per pan. 
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Permanently insulated, 
Flat, stable base 
prevents tipping 
Wide-mouthed for 
easy aseptic cleaning 
Dripless pouring lip 


Spring Cycle aS, 
for the South-Southwest 


21- selective spring 
cycle menu and market orders 
for perishables are designed for 
hospitals in the South and South- 
west. These menus may be used 
during March, April and May. 

The menus in this issue are the 
second in a four-part series of 
spring cycle menus published in 
this Journal. Spring cycle menus 
for Midwest hospitals were in- 
cluded in the January 1 
of this Journal. The spring menus 
for hospitals in the East and North- 
Northwest will be published in the 
February 1 and 16 issues, respec- 
tively. 

In planning the menus, careful 
consideration has been given to 
keeping the menu and food pro- 
duction operation simple for the 


issue 


smaller hospital. A moderate to 
low cost food budget was used. 
This cycle menu features a 
choice of entree, vegetable, salad 
and dessert on the noon and night 
menus. Two cereals and two fruits 


The winter cycle menus, published 
in the October and November 1960 is- 
sues of this Journal, may be used dur- 
ing January and February. 


are offered on the breakfast menu. 

Since one of the choices offered 
is designed for use on modified 
diets, these menus can be used for 


both normal and modified diets. 


The letter (F) following certain 
items on the menu indicates that 
this item is to be served on the 
full or normal diets, while those 


labeled (S) are for the soft and 
other modified diets. Where the 
letters (FS) appear, the menu 
item can be served on both the 
full and soft diets. 

The market order for perish- 
ables, which accompanies each 
week’s menu, lists the meats, sea- 


food, poultry, and fresh and frozen. 


fruits and vegetables that a 50-bed 
hospital will need to produce the 
menu. The amounts are computed 
on the basis of serving 100 patient 
and personnel meals at breakfast, 
125 at noon and 100 at night. 
The market order includes all 
portion-ready meats, oven-ready 
roasts, portion-ready seafood, 
eviscerated poultry and other pre- 
prepared items. 

An added feature of this menu 
service is the standard storeroom 
inventory, a list of supplies that a 
50-bed hospital should have in the 
storeroom at the beginning of each 
21-day cycle. 

The standard is available upon — 
request from the American Hospi- 
tal Association, 840 North Lake 
Shore Drive, Chicago 11, Il. 


for higher patient morale 


HOT MEALS 
are SERVED 


with 
PLASTIC 
Food Service 


COVERS 


Quieter, too . 

less clatter than 
metal. Dent free, 
almost unbreakable 


banquet cover 


cup cover 


ALSO PLATTER, PAN 


“COVERS, TOTE 


PIKES PEAK PLASTICS 


109 S$. Conejos 


JANUARY 16, 1961, VOL. 35 


Easy to use ond 
stack 

Sanitary and 
Sparkling 


Can be washed in | 


your dishwasher 


THE FAVORITE 
OF FINEST 
INSTITUTIONS 
SINCE 1946 
Write for 
catalogue 
No. 1 


Inc. 


Colorado Springs, Colorado 
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Food and Service... 
EQUIPMENT AND SUPPLIES 


If it's new—old—proved or nationally advertised, the chances 
are 50,000 to 1 DON sells it. 50,000 items of equipment, 
furnishings and supplies for your kitchen, food service and 
building maintenance are available from DON. Here is every- 
thing you need — ranges, coffee urns, kitchen time-saving 
equipment, food carts, stock pots, pans, cutlery, trays, silver 
service, linens, paper goods, china, juice glasses—to cite a few. 
Thousands of hospitals, institutions, schools, colleges, churches, 
hotels, restaurants, clubs, etc., look to DON as their depend- 
able Source Of Supply . because of value, variety, fast 
service and the Guarantee of Satisfaction or Money Back. 


Write Dept. 7 for a DON salesman to call. 


DON « company 


GENERAL HEADQUARTERS—2201 S. LaSalle St.—Chicago 16, III. 


Branches in MIAMI . PHILADELPHIA 
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i Ist WEEK SOUTH-SOUTHWEST SPRING SELECTIVE CYCLE MENU 
ae (MENUS TO BE USED DURING MARCH, APRIL AND MAY) 3 


—prepared by dietary department, 
Methodist Hospital, Houston, Texas 


breakfast 


night 


Orange Juice (FS) 
or Applesauce 
Whole-wheat Cereal 
or Cornflakes (FS) 
Poached Egg (FS)— 
Grilled Bacon (FS) 


| ‘monday 


Cream of Turkey Soup (FS) 
Beef Turnover with Brown Gravy 
or Mock Drumsticks with ov and Parsley (FS) 
Whipped Potatoes (FS 
Spinach (FS) or Baked Squash 
Tossed Salad with Caesar Dressing 
or Apple Aspic Salad with Mayonnaise 
Whole-wheat Roll (F) 
Butterscotch Brownies (F) or Sliced Banana in Cream (S) 


Chilled Tomato Juice (FS) 
Swiss Steak with Vegetable Gra 
or Roast Leg of Lamb with Mint Jelly (FS) 
Buttered Potatoes (FS) 
Green Peas with Mushrooms (FS) or Buttered Parsieyed Cauliflower 
Assorted Relishes (celery, olives, radish 
or Peach Half Salad with Date-Nut Filling with Mayonnaise (F) 
Cornbread Muffin 
White Cake with Cherry Icing (FS) 
or Frozen Red Raspberries in Syrup 


Stewed Fruit 
Compote (F) 
or Orange Juice (S) 


Farina (FS 
or Ready-to-Eat 
Oats Cereal 
Scrambled Egg (FS) 
Grilled Bacon (S) 
or Sausage Patty (F) 


Bouillon (FS) 

Ham Croquette with Mustard Sauce or Chicken Souffle (FS) 

Buttered Rice (FS) 

Broccoli Spears (F) or dey Soe Carrot Rings (S) 

Tossed Salad with Roquef@t Dressing or Apple, Celery and Raisin Salad 
Hot Biscuit (F) 


Pecan Pie (F) or Peeled Prune Plums in Syrup (S) 


Orange Juice 

or Banana (FS) 
Oatmeal! 

or PuffedWheat 

Cereal (FS). 

Poached Egg— 

Grilled Bacon (FS) 
Raisin Toast (F) 


| | 


Cream of Mushroom Soup (FS) 
Braised Luncheon Steak with Endive (FS) 
or Individual Tuna-Noodle Casserole 
Buttered Potatoes (FS) 
French-Cut Green Beans (FS) or Buttered Sliced Yellow Squash 
Cottage Cheese with Pineapple Ring with Mayonnaise 
or Green Gage Pium Souffle Salad with Cream Dressing 
Hot Roll (F) 
Apricot Pie (F) or Bing Cherries in Syrup (S) 


Barley Broth es 
Pot Roast of Beef with Gravy (FS) or Veal Cutlet with Cream Gravy 
Whipped Potatoes (FS) 
Buttered Shoestring Beets (FS) or French Fried Eggplant 
Cole Slaw with Green Pepper Rin ng 
or Pear Half in Lime Gelatin with Fruit Dressing 
Orange Roll (F) 
Banana Cream Pudding or Whole Peeled Apricots in Syrup (FS) 


Consomme 
Roast Leg of Veal with Brown Gravy (S) 
Shrimp with Catsup and Lemon Wedge (F) 
ice 
Stewed Tomatoes (F) or Buttered Spinach (S) 
Lettuce Wedge with 1000 Island Dressing 
or Perfection Salad with Mayonnaise 
Cornbread Stick (F) 
Lime Sherbet (FS) or Fruit Cup 


Pineapple Juice (S) 


Clam Chowder (FS) 


Chicken Broth (FS) 
Country Fried Steak with Cream Gravy 


or Orange Salisbury Steak in Mushroom Sauce (F) 
=~ | Sections (F) or Egg Cutlet with Bacon Curls (S) or Turkey Slice on Cornbread with Cheese Sauce (FS) 
as | Malt Meal Cereal (FS) Scalloped Potatoes (FS) Whipped Potatoes (FS) 
| or Ready-to-Eat _| Brussels Sprouts (F) or aeons Souffle (S) Buttered English Peas (FS) or — Onions 
S| Rice Cereal Prune Salad with Cream Cheese and Nut Filling with Mayonnaise (F) Tossed Salad with Caesar Dressi 
> Fried Eggs (F) | or Sliced Pickied Beets and Hard Cooked Egg Half with French Dressing or Avocado-Grapefruit Salad \ with Cream Dressing 
or Poached (S) Hot Roll (F) Hot Roll (F) 
Grilled Bacon (F | Apple Crisp (FS) or Pear Half in Syrup Frozen Peach Shortcake with Whipped Cream (FS) 
or Pineapple Chunks in Syrup 
| Apple Juice (FS) | Chilled Lemonade with Mint (FS) | Consomme (FS) 
| or Orange Sections Codfish Croquettes with Celery Sauce (FS) or Chicken-Noodle Casserole © Braised Mock Drumsticks with Gravy 
Ss. Ready-to-Eat Rice | Baked Potato with Butter (FS) or Baked Fillet of Halibut (FS) with Tartar Sauce (F) 
| Cereal (FS) | Buttered Broccoli or Parsieyed Wax Beans (FS) _ Oven-Browned Potatoes (FS) 
a / or Whole-wheat | Tomato Quarters with Savory Cottage Cheese and Caesar Dressing | Buttered Okra or Carrots in Orange Sauce (FS) 
x= ) Cereal or Fresh Fruit Salad with Lime Wedge and Fruit Dressing | Lettuce Wedge with Pimiento and French Dressing 
_ Scrambled Egg | Bran Muffin (F) or wee Aimond Souffle Salad with Fruit Dressing 
| Grilled A (FS) | Pineapple-Rice Pudding (F) or Royal Anne Cherries in Syrup (S) Corn Stick (F) | 
Sweet Roll (F) / _ White eae with Fudge Icing (FS) or Canned Fruit Cup 
| Orange Juice (FS) | Vegetable Soup (FS) _ Chicken-Noodle Soup (FS) 
—— or Fresh Grapes Lamb Stew with Potato Topping or Savory Meat Loaf with Endive (FS) _ Baked Ham with Mustard Sauce 
| Farina (FS) Buttered Potatoes (FS) | or Roast Leg of Veal with Brown Gravy (FS) 
s or Ready-to-Eat Baby Lima Beans (F) or Tiny Whole Beets (S) | Buttered Rice (FS) 
5 Oats Cereal Celery Hearts with Green Pepper Ring _ Green Beans (FS) with Toasted Almonds (F) or Corn Pudding 
a= Poached Egg— or ey Carrot and Raisin Salad with Mayonnaise Tossed Green Salad with Raquefort Dressing 
So Grilled Bacon (FS) Hot Bisc ) ! or ae Date-Marshmaliow Salad with Mayonnsise 
n“ Jelly Roll et (FS) or Fresh Banana Seeded Roll (F) 


Orange Sherbet (FS) or Fruit Cocktail in Syrup 


Stewed Apricots (F) 
or Peeled Apricot 
Halves in Syrup (S) 


Cereal (FS) 

Scrambled Egg— 
Grilled Bacon (FS) 

Raisin Toast (F) 


= 


Chilled Tomato Juice (FS) 

Roast Turkey (FS) with Dressing and Giblet Gravy (F) 
or Baked Pork Chop with Apple Ring 

Whipped Potatoes (FS) 

Green Peas with Onion (F) or Sliced Yellow Squash (S) 


Peach Half with Green Grape and Cream Cheese with Poppyseed Dressing | 


or Perfection Salad with Mayonnaise 
Dinner Roll (F) 
Angel Food Cake (FS) or Fruit Sundae 


| 


Chicken (FS) 

Broiled Beef Patty with Mustard on Bun or Cheese Puffs with Bacon (FS) 

Oven Browned Potatoes (S) or Hot Potato Salad (F) 

Eggplant Souffle (S) er Baby Lima Beans (F) 

Sliced Tomato Salad with Sweet Pickle or Pear, Cottage Cheese and 
Prunes Congealed in Lemon Gelatin with Mayonnaise 

Chocolate Fudge Pudding or Baked Apple (FS) 


(F)—Full Diet (S)—Soft Diet (FS)}—Full and Soft Diet Bread, butter and a choice of beverages are to be included with each meal. 
= Item, Specifications, Amounts & No. of Servings | item, Specifications, Amounts & No. of Servings Item, Specifications, Amounts & No. of Servings 
S ; BEEF | POULTRY | Tomatoes Repacked (5x6) % lug (15 Ibs.) 
© | Ground Beef U. S. Good, 5 Ib. pkg. 60 Ibs. | Fowl (Eviscerated) Grade A,5ib.av. _—‘115 Ibs. Watercress Bunch doz. 
aa — om 5 : Standard 60 | Turkeys (Eviscerated) Grade A, 20-24 Ib. av. 105 Ibs. FROZEN FRUITS 
eaks, Roun oice, 
4 oz. each 5 ibs. 20 Apples Sliced, 8 Ib. can, 
& Steaks, Sirloin Butt U. S. Choice, FRESH FRUITS 5-1 sugar 16 Ibs. 
“ 5 oz. each 25 ibs. 80 | Apples Jonathan, 113s 1 box Apicets Halves, 8 Ib. can, 
& | Steak, Swiss U.S. Good, 40z. each 5ibs. 20 | Avocado Ripe 6 only 5-1 sugar 24 Ibs. 
i Bananas Ripe 40 | Grapefruit Sections Fresh, chilled, gallon 2 gal. 
| LAMB Grapes Seediess, 28 Ib. box % box Orange Juice Con., con cons 
“| ; emons range ons r chi ga n gal. 
| Leg (B.R.T.) U. S. Choice, yearling 20 lbs. 60 | 
s Cabbage bs Raspberries, Red 8 ib. can, 5-1 sugar 8 Ibs. 
Chops, Loin Grade A,4oz.each 10 lbs. 40 Celery Pascal, 30s 1 doz. FROZEN VEGETABLES 
| (Bulk) Celery White ldoz. Beans, Green Cuts, 2% Ib. pkg. 10 ibs. 60 
| ge ) ean : Eggplant 5 only Beans, Green Julienne, 2% tb. pkg. 15 Ibs. 90 
> Endive Curly 2 doz. Beans, Lima Small, green, 
VEAL Lettuce Head, 48s 1 crate Y% Ib. pkg. 25 Ibs. 150 
= Cutlets U. S. Good: 4 oz. each 5Sibs. 20 | Onions, Dry Yellow, bag 50 Ibs. Beans, Wax Cuts, 2% Ib. pkg. 15 Ibs. 
| Leg (B.R.T. U. S. Good 27 Ibs. 80 Green Broccoli Stems and 17% 105 
= Parsley Bunch 1 doz. GBrussels Sprouts 2% Ib. pkg. Ibs. 
FISH Peppers, Green Y% doz. Cauliflower Buds, 2% lb. pkg. 2% Ibs. 15 
Potatoes, White Bag No. | 400 Ibs. Okra Ib. pkg. Ibs. 15 
= Cod Boneless 8 Ibs. Radishes Bunch 1% doz. | Peas 2% Ib. pkg 35 Ibs. 210 
Halibut Steaks, 5 oz. each 19 ibs. 60 | Romaine 2 doz. Spinach Chopped, 
= | Shrimp -28 Ib. 2 Ibs. 60 | Squash, Hubbard 22 Ibs. | 2% Ib. pkg. 17% ibs. 105 
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2nd WEEK SOUTH-SOUTHWEST SPRING SELECTIVE CYCLE MENU 
(MENUS TO BE USED DURING MARCH, APRIL AND MAY) 


—prepared by dietary department, 
Methodist Hospital, Houston, Texas 


monday 


breakfast 


night 


(FS) 


Whole- meer Cereal (FS) 
or Ready-to-Eat 
Rice Cereal 
E 


Patty (F) 


Cream of Potato Soup (FS) 

Veal Fricassee on Noodles or Chicken Pot Pie (FS) 

Buttered Rice 

Julienne Carrots (FS) or Paprika Cauliflower 

Lettuce Wedge with Hard-Cooked Egg Slice and Pimiento and Roquefort 
Dressing or and Pineapple Slaw 

Cornbread Stick (F) 

Cottage Pudding with Custard Sauce (FS) or Bing Cherries in Syrup 


Beef Bouillon (FS) 
Roast Leg of Veal with Gravy (FS) or Salisbury Steak with Parsley 
Whipped Potatoes (FS) 
French-Cut Green Beans or Beets in Orange Sauce (FS) 
Combination Vegetable Salad with French | thcornee 
or Sliced Peaches in Lime Gelatin with Mayonnaise 
Dinner Roll (F) 
Butterscotch Pie with Meringue Top (F) or Pear Half in eens (S) 


tuesday 


day | thursday | 


fri 


Orange Juice G) Pepperpot Soup (FS) Raspberry F rappe (FS) 
or St a Ay Beef Croquettes with Gravy (FS) or Cheese Puffs with Bacon Gusts Braised Calves’ Liver (FS) 
Com (F) Parsleyed Buttered Potatoes (FS) or Roast Sliced Turkey with Dressing with Giblet noe 
Malt Meal _ (FS) Buttered Okra (FS) or Black-eyed Peas Scalloped Potatoes (FS) 
or Puffed Wheat Tossed Salad Greens—French See . Buttered Spinach (FS) or Corn Niblets 
Pan = or — Tomato Salad with Roquefort Dressing = gk Radish Rose Salad with Herb Dressing 
Poach Aa Hot Biscuit (F) ro s Stuffed with Cream Cheese with Fruit Dressing 
Grilled acon (FS) Baked Conenenl Custard (FS) or Fresh Fruit Cup Nut Muffins (F) 
Blueberry Muffins (F) Mocha Cake with Mocha Icing (FS) or Green Gage Plums in = 
Pineapple Juice (S) Cream of Vegetable Soup (FS) Bouillon (FS) 
or Grapefruit Half (F) | Seafood Au Gratin on Rice (FS) or Veal Birds with Gravy Roast Beef with Natural Gravy with Spiced Peach (FS) 
Farina (FS) Mashed Potatoes or Broiled Trout with Lemon Butter and Parsley 
or Ready-to-Eat Green Beans (FS) or — Whole Beets Parsleyed Creamed Potatoes (FS) 
Wheat Flake Russian Salad (marinated cauliflower, tomato, asparagus) Stewed Tomatoes or Buttered Asparagus (FS) 
Rane > or Cherry-Nut Gelatin Salad with Mayonnaise Cole Slaw with Cream Dressing or Apricot Halves with Cream Cheese 


(FS) 


Hot Roll (F) 4 


Dutch Pineapple Pie or Fruited Gelatin ~~ fruit for soft) (FS) 


and Nut Filling with Fruit Dressing (F) 
Hot Biscuit (F) 
Sponge Cake or Vanilla Ice Cream (FS) 


Orange Juice (FS) 


Clam Chowder (FS | 


Consomme (FS) 
Broiled Chicken with Mushrooms (FS) or Breaded Veal Cutlet with Gravy 


or Stewed Prunes Baked Beef Loaf (S) or Creole Spaghetti (F) | 
with Lemon Baked Potato (S) | Buttered Grits (FS) 
Rolled Oats Baby Lima Beans (F) or Sliced Carrots (S) _ Green Peas (FS) or Cauliflower with Cheese Topping 
or Ready-to-Eat Tossed Salad Greens with Roquefort Dressing _ Relish Plate: Ripe Olive, Celery Hearts, Watercress 
Rice — or Sliced Banana and Pineapple Ring with Mayonnaise or Moided Cranberry Salad with Cream Dressi 
Scrambled E Cornbread Stick _ Hot Dinner Roll (F) 
Grilled As n (FS) Chocolate Pudding or Royal Anne Cherries in Syrup (FS) | Pound Cake (F) or Pear Half in Syrup (S) 
Grape Juice (FS) Chilled Tomato Juice with Lemon (FS) | Bouillon (FS) 
_ Tuna a la King (FS) or Baked Pork Chop with Pineapple Ring 


or Orange Sections 
Whole-wheat Cereal (FS) 
or Puffed Wheat 
Cereal 
Poached Egg (FS)— 
Pan F ried. Sausage (F) 


Buttered Diced Potatoes (FS) 
Buttered Spinach (FS) or Whole Spiced Beets 
Tossed Vegetable Salad with French Dressing 
or Pineapple and Cabbage Slaw 
Cornbread Stick 
Apple Betty with Caramel Hard Sauce (FS) or Bing Cherries in Syrup 


{ 
ee Cakes with Pimiento (FS) er Beef Stew 


Buttered Rice (FS) 

Okra (S) or Baked Creamed Corn (F) 

Mixed Salad Greens with Roquefort Dressing 
or Lemon Souffle Salad with Mayonnaise 

Hot Dinner Roll (F) 

Orange Chiffon Cake (FS) or Canned Fruit Cup 


dn 


sunday saturday 


Orange Juice 
or Stewed Prunes 
with Lemon Slice 
Oatmeal (FS) 
or Ready-to-Eat 
Scram 


Guilled (FS) 
Sweet Roll (F) 


Savory — e Cheese Salad with French Dressin ng 
CF) arrot, Celery and Apple Salad with Mayonnaise 
ot Roll 


(FS) 

ked Ham (F) or Broiled Beef Patty with Parsley wand 
Scalloped Potatoes (FS) 
Parsieyed Cauliflower (F) or Eggplant Souffle (S) 


Peach Half in Syrup or Apricot Whip (FS) 


Consomme (FS) 
Broiled Chicken Livers with Bacon and Endive (S) 
or Broiled Fillet of Beef on Melba Round with Natural Gravy (F) 
Whipped Potato (FS) 
Broiled Tomato Half (F) or Parsleyed Wax Beans (S) 
Assorted Relishes: Olives, Carrot and Celery Sticks 
or Cranberry Delights with Mayonnaise 
Poppyseed Roll (F) 
Vanilla ice Cream or Sugar Cookies (FS) 


Apple Juice (S) 
Sliced Oranges (F) 
arin 


or (FS) 
Poached Egg— 

Grilled Bacon (FS) 
Raisin Toast (F) 


| 


Chicken Bouillon (FS) 
Pot Roast of Beef with Natural Gravy (S) 
or Southern Fried Chicken with Cream Gravy (F) 
Parsleyed Potatoes (FS) 
French-Cut Green Beans (F) or Sliced Yellow Squash (S) 
Pickled Peach Salad or Sliced Avocado Salad with Caesar Dressing 
Hot Dinner Roll 
Fresh Coconut Cake (F) or Fruit Sundae (S) 


Cream of Mushroom Soup (FS) 
Hot Turkey Sandwich on Toast with Gravy (S) 
or Macaroni and Cheese with Parsley (F) 
Whipped Potatoes (FS 
Brussels Sprouts (F) or Buttered Spinach (S) 
Tossed Salad with French Dressing 
or Tomato-Cream Cheese Aspic Salad with Mayonnaise 
Cornbread Muffin (F) 
Rice Pudding with Whipped Cream or Sliced Peaches in Syrup (FS) 


Sp 


(F}—Full Diet 


(S}—Soft Diet 


(FS)}—Full and Soft Diet 


Bread, butter and a choice of beverages are to be included with each meal. 


Item, Specifications, Amounts & No. of Servings item, Specifications, Amounts & No. of Servings | 


item, Specifications, Amounts & No. of Servings 


JANUARY 16, 


1961, 


VOL. 35 


BEEF Fryers (Eviscerated) Grade A, 2% Ib. av. 100 Ibs. Tomatoes Repacked (5x6) lug (30 Ibs.) 
| Ground Beef U. S. Good, 5 Ib. pkg. 50 Ibs. Livers, Chicken 1 Ib. pkg. _ 4lbs. 20 Watercress Bunch 2 doz. 

© | Liver Calves’, sliced 15 ibs. 60 

‘Roast, Sirloin (B.R.T.) U. S. Choice 27 Ibs. 
| ; iced, 8 Ib. can, 

S Round (Top, Boneless) U. S. Good ra. ee Ripe, box 24's 1 box 5-1 sugar 16 Ibs. 

— Stew U. S. Good 10 tbs. 40 : 
loin Ti us 20 Ibs. 60 Bananas Ripe 30 Ibs. Apricots Halves, 8 Ib. can, 

3 | Tenderloin Tip . Good bass Grapefruit Seediess, 70s % box | 5-1 sugar 16 Ibs. 

| . range ions resh, chilled, ga gal. 

Bacon (Sliced) 24-26-1 Ib. 24 Ibs. Sliced, 8 Ib. can, 

5 | Chops, Loin Grade A, 4 oz. each 5 Ibs. 20 FRESH VEGETABLES 5-1 sugar 16 Ibs. 

Ham (Pullman) Ready-to-eat 35 Ibs. 100 | Cabbage Bag 50 Ibs. . ; 
© | Sausage (Bulk) Lean 15 Ibs. Carrots Topped, bag 50 Ibs. FROZEN VEGETABLES 
= g 
Cauliflower Crate, 12's % crate Asparagus Spears, 2% Ib. pkg. l0lbs. 60 

VEAL Pascal, 30s 2% Ib. pkg. 15 Ibs. 90 
| : ns, Green, ulienne, 

S Cutlets U.S. Good,40z.each 5 lbs. 20 | Celery White 1 doz. 2% Ib. pkg. 17% Ibs. 105 

> | lee (B.R.T.) U. S. Good 35 Ibs. 100 | Eggplant 2 only Small, green 

= | Shoulder (Boneless) U.S. Good 10 Ibs. 40 | Endive Curly 1% doz. é 2% Ib. pkg. 15 Ibs. 90 

, Lettuce Head, 48s 1 crate Beans, Wax Cuts, 2% Ib. pkg. 2% Ibs. 15 

& . : FISH Onions, Dry Yellow, bag 50 Ibs. Brussels Sprouts 2% Ib. pkg. 10 ibs. 60 

Shrimp 26-28 Ib 10 Ibs. Onions, Green Bunch 1 doz. Cauliflower Buds, 2% Ib. pkg. 20 Ibs. 120 
Trout 15 Ibs. 20 | Parsley Bunch 1 doz. Okra 2% Ib. pkg. 17% Ibs. 105 
Potatoes, White - Bag No. 1 400 Ibs. Peas 2% Ib. pkg. 10 Ibs. 60 

= POULTRY Radishes Bunch 1% doz. Peas, Black-eyed 2% Ib. pkg. 2% Ibs. 15 

™ | Fewl (Eviscerated) Grade A, 5 Ib. av. 76 Ibs. Romaine 1% doz. Spinach Chopped, 

Turkeys (Eviscerated) Grade A 30 Ibs. Squash, Hubbard 5 Ibs. 2% Ib. pkg. 27% Ibs. 165 
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3rd WEEK SOUTH-SOUTHWEST SPRING SELECTIVE CYCLE MENU 
(MENUS TO BE USED DURING MARCH, APRIL AND MAY) 


—prepared by dietary department, 
Methodist Hospital, Houston, Texas 


breakfast 


monday 


thursday | wednesday | tuesday 


Orange Juice 
or Peach Nectar (FS) 
Malt Meal Cereal (FS) 
or Puffed Wheat 
cram Eggs— 
Grilled Bacon (FS) 


Cream of Potato Soup (FS) 
Cheese Souffle with Parsley Garnish (FS) or Beef Turnover with Gravy 
Whipped Potatoes (FS) 


Corn Pudding or Buttered Okra (FS) \Q 


Lettuce Wedge with Caesar Dressing 

or Blushing Pear Salad with Fruit Dressing 
Hot Roll (F) 
Orange Charlotte (FS) or Canned Fruit Cup 


night 
Barley Broth (FS 


(FS) 
Country Fried Steak with Pan Gravy 
or Broiled Loin Lamb Chop with , Jelly (FS) 
Baked Noodles (FS) 
Buttered Carrots or Buttered — (FS) 
Tossed Salad with French Dressi 
and Fresh Gelatin Salad with Cream Dressing 
mM 


Whole Peel pricots in Syrup or Frosted Cupcakes (FS) 


Orange Juice (S) 
or Kadota Figs (F) 
Whole-wheat 
or Ready-to-Eat 
Rice Cereal (FS) 
Poached 
Grilled Bacon (FS) 
ee Cake (F) 


Frozen Fruit Punch (FS) 
Meat Loaf (S) or a, De Jonghe (F) 
Buttered Potatoes 
Buttered Broccoli & or —_— Medley (S) 
Carrot Strips with Ripe Oliv 
or Raspberry Argentine Salad with Mayonnaise 
Cornbread Stick 
Baked Custard with Fruit Sauce (FS) or Pear Half in Syrup 


Consomme 
Roast Leg of Veal with Natural Gravy with Currant Jelly (FS) 
or Hot Chicken Salad with Pars! 


le 
Mashed Sweet Potatoes on Orange Slice (F) or Creamed Potatoes (S) 


Baby Lima Beans or Sliced Beets (FS) 
Tossed Vegetable Salad with French eit 
or Pineapple-Banana Salad with Mayonnaise 
Hot Roll (F) 
Black Bottom Pie (F) or Green Gage Plums in Syrup (S) 


Tomato Juice (FS) 
or Fresh Green 
Grapes 
Oatmeal (FS) 
or Puffed Wheat 
Scrambled Egg— 
Grilled Bacon (FS) 


Split Pea Soup (FS) 
Salmon-Noodle Casserole or Turkey a la a" on Pastry Shell (FS) 
Buttered Spinach or Cut Green Beans (FS) 
Stuffed Celery with Pimiento Cheese 
or Fresh Fruit Salad with Poppyseed Dressing 
Hot Roll (F) 
Pound Cake (F) or Sliced Peaches in Syrup (S) _ ~ 


Cream of Tomato Soup (FS) 
Veal Parmesan with Parsley ( 
or Baked Fillet of Cod with rawn Butter (S) 
Buttered Grits (FS) 
Brussels Sprouts (F) or E po — (S) 
Molded Vegetable Salad with French Dressing 
or Waldorf Salad with Mayonnaise 
Cornbread Stick (F) 
Bread Pudding with Whipped Cream or Chocolate Ice Cream (FS) 


Tomato- Bouillon (FS) 


Orange Juice (FS) Beef-Noodle Soup (FS) 

or Stewed Fruit Broiled Chopped Steak with Natural Gravy (FS) — Roast of Beef (FS) with Horseradish Sauce (F) 

mpote or Beef Pastry Roll with Parsley r Braised Calves’ Liver with French Fried Onion Rings 
sap Meal Cereal Rice (FS Potato Baked in Foil with Butter (FS) 
ed Rice Buttered Corn or Green Peas (FS) Okra and Tomatoes (F) or Carrots in Orange Sauce (S) 
~ Cereal (FS) Chef's Salad with French ey | Assorted Relishes: Celery Hearts, Sweet Pickle. Olive 
ched or obey Almond Salad with Mayonnaise or Orange and Grapefruit Sections with Poppyseed Dressing 

Grilled , a (FS) Bran Muffin (F) Hot Biscuit (F) 

Doughnut (F) Apple-Cheese Crisp (FS) or Pineapple Tidbits in Syrup Floating Island (FS) or Pear Half in Syrup 


—— 


Orange Juice (S) 
or Stewed Prunes 


Cream of Tomato Soup (FS) 
Veal Birds with Brown Gravy or Cheese Souffle (FS) 


Bouillon (FS) 
Roast Beef with om or ‘ Fillet of Sole with Drawn Butter and 
Parsleyed lice (FS) 


3 with Lemon Whipped Potatoes with Parsley (FS) 
Slice (F) Tiny Whole Beets or Green Beans (FS) Buttered Nood 
Farina (FS) Celery Stuffed with Pimiento Cheese Glazed Carrot Rin a S) or Broccoli Spears with Hollandaise Sauce 
. or Puffed Rice Cereal or Tossed Salad with French Dressing Marinated (Caul liflower, Aspa Asparagus, Cucumber) Vegetable Salad with 
aE | Scrambled Ege— - Corn Stick (F) French Dressing or Frozen Fruit Salad with Fruit Dressing 
Broiled Link Sugar Cookies (S) or Fresh Fruit Cup (F) Hot Roll (F) 
Sausage (F) Cherry Tapioca (FS) or Pear Halves in Syrup 
Sweet Roll 
Apple Juice Chilled Fruit Nectar (FS) Chicken and Rice Soup (FS) 
or Orange-Pineapple Broiled Luncheon Steak with Parsley (FS) Danish Pork Chop or Broiled Calves’ Liver with Brown Gravy (FS) 
Juice (FS) or Italian +: with Meat Bails Scalloped Potatoes (FS) 
tmeal Buttered Rice (FS) Buttered Spinach with Egg Slice (FS) or Black-eyed Peas 
or Ready-to-Eat Buttered Okra (FS) or Sliced Yellow Squash Combination Vegetable Salad with French Dressing 
Wheat Flake Deviled Egg Salad with Ripe Olive Garnish or Waldorf Salad or Molded Bing Cherry Saiad with Mayonnaise 
Cereal (FS) Cornbread Stick (F) Hot Rol yay, 
aad rs) Baked Custard with Spice Sauce (F) or Peach Half in Syrup (S) Angel Food Cake with Peppermint Icing (FS) or Green Gage Plums 
ri n 
Orange Juice (S) Consomme (FS) mad Stew (FS) 
or _ wo Baked Virginia Ham with Pineapple Sauce Broiled Veal T-Bone Steak with Whole Apricot Garnish (FS) 
es (F) or Broiled Quarters of Chicken = Poribey (FS) or Baked Beef Hash with Biscuit 
Farina rs) Baked Potato in Foil with Butter (FS Buttered ae (FS) 
= or Ready to-Eat Baby Lima Beans or Vegetable Medley (FS) Green Beans (FS) or Eggplant with Tomatoes 
Oats Cereal Teaned Salad with Russian Dressing Chef's Salad with French Dressing 
Poached Egg—Bacon (S) or Molded Fruit Salad with oven Dressing or Grated Carrot and Piacapels Salad 
or Fried Eggs— Bran Muffin ( Hot Roll (F) 
nay I Orange Layer Cake (FS) or Chocolate Sundae Strawberries with Whipped Cream or Lemon Meringue Pudding (FS) 
Bacon 
Apple Turnover (F) 

(F)}—Full Diet (S}—Soft Diet (FS)—Full and Soft Diet Bread, butter and a choice of beverages are to be included with each meal. 
——~ | item, Specifications, Amounts & No. of Servings item, Specifications, Amounts & No. of Servings | Item, Specifications, Amounts & No. of Servings 
3 BEEF Sole Frozen, fillets 15 tbs. 60 | Radishes Bunch 1 doz. 
= Ground Beef U. S. Good, 5 Ib. pkg. 55 Ibs. Squash, Hubbard 5 Ibs. 

R Sirloin (B.R.T.) ibs. FROZEN FRUITS 
08st, virloin Fowl (Eviscerated) Grade A, 5 Ib. av. 19 Ibs. 
H Round (Bottom) U. S. Standard 20 Ibs. 60 | Turkeys (Eviscerated) Grade A, 20-24 Ib. av. 60 Ibs. Apples Sliced, 8 Ib. can, 
Steaks, Round U. S. Choice, Fryers (Eviscerated) Grade A, 2% Ib. av. 50 Ibs. 5-1 sugar 16 Ibs. 
4 oz. each 5 ibs. 20 Grapefruit Sections chilled, gallon gal. 
Steaks, Sirloin Butt U. S. Choice, FRESH FRUITS Orange Juice oz. can 6 cans 
5 oz. each 25 Ibs. 80 A _ | Orange and Grapefruit 
pples Jonathan, 113s 1 box Sections Fresh, chilled, gallon 1 gal. 
LAMB Bananas Ripe 25 Ibs. Peaches Sliced, 8 Ib. can, 
‘ Chops, Loin U. S. Choice Grapefruit Seediess, 70s box 5-] toon 8 Ibs. 
oz. each 22 Ibs. 60 eee Seediess, 28 Ib. box ” box Strawberries Sliced, 8 Ib. can, 
5-1 sugar 8 Ibs. 
PORK ranges 176s Ye box - 
3 24-26-1 Ib ibs. FRESH VEGETABLES Asps 
n -26-1 Ib. 
Grade A, 40z.each Sibs. 20 | Carrots Topped, bag 50 Ibs. Beans, Green cuts, Ib 40 ibs 240 
| Ready-to-eat 13 Ibs. 40 | Cauliflower Crate 12's crate Beans, Lima Small, green, 
Sausage Links 12-1 tb. 0 Ibs. Celery Pascal, 1 doz. 2% Ib. pkg. Sibs. 30 
Celery White 1% doz. Broccoli Stems and buds 
Fggpla on ru . pkg. 
tea U. S. Good, Sen. cach ach doz. | Peas, Blackeyed 214 I. phe. 2% Ibs. 15 
Parsley — 1 doz. Spinach 
FISH Potatoes, Sweet 50 Ibs. ib. pkg. 12% Ibs. 75 
o | Cod Fillets, Canadian 5 Ibs. 20%) Potatoes, White _ l * 300 Ibs. Vegetables, Mixed 2% Ib. pkg. 17% ibs. 105 
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Ribicoff Briefed on HEW Activities 


Connecticut Gov. Abraham Ribicoff, the incoming 
Secretary of Health, Education, and Welfare, was 


being thoroughly briefed on HEW activities nearly 


a month | before the inauguration of the Kennedy ad- 
‘ministration. Reporting to the press after an all- day 
session with key HEW officials late in December, 
Governor Ribicoff said he had been given a “complete 
rundown” of the department’s legislative objectives 
in the new Congress, and that he had also asked for 
memoranda on such major programs as health care 
of the aged, federal aid to education and vocational 
rehabilitation. He said the discussions had been “in- 
formational” and “without commitment.” He would 
not make any public announcement of what HEW 
programs would be proposed under the Kennedy 
administration, but, queried by newsmen on whether 
he shared Senator Kennedy’s view that health care 
for the aged should be financed through the social 
security apparatus, he said: “I support the Kennedy 
program all the way.” 

Governor Ribicoff also indicated that he had been 
favorably impressed by present HEW career officials. 
He said “many” of the department's career people 
“will be kept on” by him. 


Proposed Bureau of Community Health 
Supported By Representative Fogarty 


Passed over in the last Congress, primarily be- 
cause of lack of time to consider it, was legislation 
which would abolish the existing Bureau of State 
Services in the Public Health Service and substitute 
two new bureaus, one for community health and the 
other for environmental health. Similar legislation is 
expected to/be introduced in the new Congress and 
it already has the public support of Rep. John E. 
Fogarty (D-R.I.) who, as chairman of the House 
Appropriations Subcommittee on Health, Education, 
and Welfare, is a key figure in House consideration 
of health programs. 

Speaking at a local dental group. meeting in 
Washington, Congressman Fogarty said the proposed 


Bureau of Community Health would “sell” the Amer-. 


ican people on a unified health program. Essentially, 
_ he said, the new bureau would unify health programs 
now applied on a haphazard “too little, too late” 
basis. The new bureau, which would administer the 
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Hill-Burton program, would focus its attention, the 
Congressman said, “on fostering community experi- 
mentation in methods of mobilizing both public and 
private health resources to provide a continuum of 
care Cu includes prevention, treatment and reha- 
bilitation.” He cited the Salk polio vaccination pro- 
gram as a “rough prototype” of the type of “market- 
ing” program for health that could be achieved under 
the proposed bureau, providing what he called the 
comprehensive health care program. 


Senator McNamara Calls for More Federal 
Action To Raise Nursing Home Standards 


Following publication of a new study of nursing 
homes by the Senate Subcommittee on Problems of 
the Aged and Aging, the subcommittee chairman, 
Sen. Pat McNamara (D-Mich.), has called for fur- 
ther federal activity to help raise nursing home 
standards. He suggested in mid-December that the 
federal government should develop a set of standards 
which the states could use as a model. | 

The subcOmmittee report, “The Condition of Amer- 
ican Nursing Homes’, noted a shortage of 127,000 
beds for those who need nursing home care as well 


‘as a low level of care in many nursing homes. The 


cost factor was cited as the major barrier to improve- 
ment, and the report said: “Most proprietary nursing 
home operators do the best they can within the 
limits of their income.” 

In proposing action, Senator McNamara said: “Not 
only is it essential that each state undertake an im- 
mediate and a vigorous program of enforcing its 
minimum nursing home standards, but federal mini- 
mum standards should be developed which the states 
can use as models in preparing and enforcing their 
own standards.” The Michigan Senator pointed out 
that his proposal “does not pose a problem of the 
federal government going into a new field.” Senator 
McNamara said that the government is already con- 
cerned with nursing homes, through aid to nursing 
home patients receiving public assistance, through 
grants for nursing home construction under the Hill- 
Burton program, loans for such construction through 
the Small Business Administration and the new pro- 
gram for guaranteeing nursing home mortgages 
through the Housing and Home Finance Agency. 
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With Mr. Clean working for you... 
You'll smile—and so will your staff! 


It’s because Mr. Clean is the all-time cleaning champ. 
Procter & Gamble’s Mr. Clean does more cleaning... faster and easier 
than any other type of cleanser, soap or detergent your staff has ever used. 


greasy film on | caked d dirt on smudges on doors (eer spills and stains on grime on pipes 
air conditioners .. . lighting fixtures... and door jambs... medicine cabinets . _ under basins . 


He’s a work-saver, time-saver...and really handy to Used right from the bottle or diluted, Mr. Clean will 
have around! He’s Mr. Clean, Procter & Gamble’s all- § quickly make light work out of the heaviest cleaning 
purpose liquid cleaner. Wherever he goes—andthatcanbe — chore. Saves time, too, for many jobs require no rinsing. 
almost everywhere— Mr. Clean gets the cleaning job done And because of Mr. Clean’s easy-to-handle bottle, your 
faster, easier than any other type of cleaning product. cleaning personnel can take him along everywhere... no 

Bathrooms, kitchens, utility rooms . . . why, just a _oneed to transfer from large bulky containers . . . no need 
once-over from Mr. Clean and they’re spotless and spar- §_ to guess at amounts. Directions are on every bottle. 
kling. For every room and everything washable in the Yes, he’s the all-time champ at all kinds of cleaning! 
room ... you'll be really pleased at Mr. Clean’s speed. Meet Mr. Clean himself! 


For faster, more efficient cleaning ... and to keep your maintenance personnel happy 


PUT HARD-WORKING MR. CLEAN ON YOUR HOUSEKEEPING STAFF 
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. Clean will clean everything here...and practically everything else! 


REPORT FROM NEW YORK— 


Hospitals Prepared for Dual Disasters 


Faced with two major disasters within four days last month, New York disaster program. Operating rooms 
City hospitals dramatically proved the effectiveness of their emergency and every available bed were pre- 
programs and the preparedness of their staffs. , pared for use. , 

The fire that swept the multimillion dollar aircraft carrier “‘Constella- Brooklyn Hospital and Cumber- 
tion” at a ship construction pier at the Brooklyn Navy Yard followed in land Hospital, within walking dis- 


the wake of the December 16 col- 
lision of -two air liners over the 
city. In response to the crises, 
hospitals mobilized disaster units 
and personnel with record preci- 
sion and efficiency. 

In the case of the airline colli- 
sion, hospitals were completely 
prepared, but, tragically, only one 
passenger survived the crash. 

Wyckoff Hospital, situated near 
the scene of the crash, was notified 
‘of it almost immediately by a 
woman living in the Prospect 
Heights area where the plane hit. 
The hospital in turn notified police 
and played a major role in alert- 
ing other hospitals and agencies. 

Severe weather conditions in 
New York City at the time forced 
rescue teams to walk several blocks 
through snow and freezing tem- 
peratures to reach the scene of 
the disaster. In all, only three 
people were admitted to hospitals 
—a policeman, a fireman and 11- 
year-old Stephen Baltz, the Wil- 
mette, Ill., boy who died the fol- 
lowing day. Three other victims 
were found, but died en route to 
hospitals. 

When the “Constellation” disas- 
ter occurred December 19, every 


hospital in the area sent disaster Jones 510 stainless steel bedpan makes 


units. Ambulances lined up on the 


docks waiting to rush to nearby | fife easier for both patients and nurses 


hospitals with survivors as they 
were brought out of the blazing | 
hull. The large number of dead | Jones exclusive “Relax” stainless steel bedpan is tapered 
meant that many of the ambulances so the- patient rests easily on the back edge— not humped 
had to be used to transport bodies over the pan. Contoured design fits the buttocks and keeps 
to the city morgue at Bellevue the coccyx from pressing against metal. 
Hospital. In New York, ambu- The “Relax” bedpan positions easily. Simply place 
1 oth mamicinel and vol« between patient's raised knees, depress and slide into place. 
er Si Special construction allows helpless patients to be rolled on- 
untary hospitals are dispatched by to pan which then automatically assumes correct position. 

the police. It was reported that Every hospital that has purchased the new Jones stain- 
within 45 minutes of receiving less steel bedpan reports that it does indeed make life easier 
word of the fire, all ambulances for both patients and nurses. For additional information, a 
and disaster units had been alerted. or to find out how you can test the “Relax” pan in your 

One hospital administrator from 


& m6~—=Ctié«d/;~Sséhosspital, write to our Hospital Ware Division, Dept. H. 

Long Island who was near the | y 

scene of the fire when it broke | | a THE ones 

out rushed to his hospital several 
ee METAL PRODUCTS COMPANY 


miles away and immediately set bedpan washers. Made from 
into motion the workings of its ' eevy gauge stainless steel. West Lafayette, Ohio 
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SECRETARY OF THE NAVY William Franke visits with some of the men who were injured in the 
fire that swept the aircraft carrier ‘“‘Constellation’’ December 19. The men are being. 


in the Brooklyn Hospital. 


tance of the fire, received many 
of the dead and injured. Others 
went to Kings County Hospital, 
Greenpoint Hospital and Long Is- 
land College Hospital. Many aid 
stations set up at the scene served 
to aid firemen suffering from smoke 
inhalation. Those injured who were 
taken to hospitals suffered for the 
most part from smoke inhalation, 
smoke poisoning, exhaustion and 
burns. Several persons suffered 


heart attacks as a result of the 
fire. 


Of the 2500 men working on the 
“Constellation” at the time of the 
fire, approximately 150 were in- 
jured and 49 were dead as of De- 
cember 22. Approximately half of 


_the 44 hospitalized injured were 


released the day after the fire. The 
other half were in more serious 
condition with severe burns and 
smoke poisoning. 

The Greater New York Hospital 
Association reported that New 
York had infinitely more facilities 
for treatment than could be used. 
All available disaster team equip- 
ment was assembled and personnel 
alerted. Hospitals coordinated their 
plans with those of the fire and 
police departments, the Red Cross, 
the Salvation Army, and commer- 
cial agencies for an all-out co- 
operative effort. 


Hospital Planning Can Save $750 Million. 
California Governor’s Committee Reports 


With effective planning, California can save $750 million over the 
next 15 years by reducing its number of hospital beds from the present 


10 for every thousand persons to 7% beds. 


(Continued on page 108) 


“Speaking of information sources, 
I’ve found the AHA’s Hospital Plan- 
ning Abstract Service a real help. 
The condensations of important ar- 
ticles, books, and reports give me an 
annotated reference file that’s in- 
valuable for developing and evaluat- 
ing our own community’s hospital 


planning programs. 


Why don’t. you write the AHA for 


the folder on the service?” 


AMERICAN HOSPITAL ASSOCIATION 
840 NORTH LAKE SHORE DRIVE, CHICAGO 11, WA. 
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to make the most of your talents and techniques... 


Shambaugh-Derlacki Operating Microscope 


Literally enlarging the field of aural surgery, this instrument is a most 
important success factor in surgical techniques. Now available with enclosed 
base; locked, non-sparking connections; explosion-proof footswitch. Write 
for special catalog on Stapes Mobilization, Tympanoplasty, Myringoplasty. 


i | 830 S. HONORE STREET, CHICAGO 12, ILLINOIS « DALLAS « HousToN » Los ANGELES « ROCHESTER, MINN. 
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This is one of many proposals 
and recommendations included in 
a report issued by the Governor’s 
Committee on the Study of Medi- 
cal Aid and Health in California 
following a year-long study. 

The committee, headed by Roger 
O. Egeberg, M.D., medical director 
of Los Angeles County Department 
of Health, contends that California 
must start planning at once for 
the coordination and expansion of 
all medicai service—more doctors, 
more nurses, more medical schools 
and more hospitals. 

According to the report, nearly 


one-half of California’s 150,000 
hospital beds have been built since 
World War II at a cost of almost 
$1 billion. California’s growing 
population (presently over 15 mil- 
lion and expected to be 26 million 
by 1975) demands that hospital 
expansion continue. 

The cost of building 10 more 
beds for every additional thousand 
persons would be nearly $1.5 bil- 
lion, but if the state can coordinate 
its hospitals more effectively, 714 
beds per thousand persons can pro- 
vide better service than is now ob- 
tained from the use of 10 beds and 


Allis-Chalmers ANNOUNCES 


r 


(3) 


+ @-r 


WITH A NEW KIND OF (WORKS 


AND BRUSHLESS GENERATOR 


It’s double new! For the first time 
brushless generators in this size . . . 


POWER 


u can have the advantages of 
LUS diesel engine power featuring 


controlled turbulence combustion. This gives you a combination that is: 


Easy To Install — Your advantages start the minute you install an 
Allis-Chalmers generating set, for the installation itself is simple. 
This self-contained, unit-type set is mounted on rigid skids. There is 
no need for special foundation . .. no danger of misalignment. 


ick To Start — It takes as little as four seconds to start and pick up 
the load. Allis-Chalmers’ unique combustion system “kicks over” 
instantly on diesel fuel. Magnetic amplifier-type static voltage regulator 
allows generator to pick up heavy starting loads easily. 


Uses Safe Diesel Fuel — Economically — Controlled turbulence assures 
_ complete combustion ... full utilization of fuel. Tests show fuel 
savings of up to 27 percent over other diesel units in this size range. 


Simple To Service and Maintain — Allis-Chalmers regulator has no 
moving parts or contacts to burn or wear. The generator has no slip 
rings, no brushes, no commutators to wear or spark. Further, 

all major components—engine, regulator, generator and switchgear— 


are enginee 


red, coordinated, built and backed by a single manufacturer. 


Let your Allis-Chalmers dealer give you complete facts and specs. 
_ For more information write Allis-Chalmers, Milwaukee 1, Wisconsin. 


ALLIS-CHALMERS 


POWER FOR A GROWING WORLD 


will save California approximately 
25 per cent of the cost. In addition 
to the cost involved in building 
new hospitals in the next 15 years, 
California must modernize many 
existing hospitals at an estimated 
cost of $500 million. 

The report states that the com- 
mittee “believes that a higher po- 
tential for. effective public service 


“from hospitals and related institu- 


tions can be achieved if California 
establishes a basis for hospitals to 
work together in developing fa- 
cilities of a type and size which 
would eliminate or reduce existing 


duplication, overlapping services 


and gaps in service. The commit- 
tee’s proposals will provide a 
method for regions throughout the 
state to secure effective and ap- 
propriate cooperative action of 
those who furnish hospital service, 
including the professions, religious 
organizations, nonprofit corpora- 
tions, private owners, and state 


local agencies. 


The committee recommends 
that: 

1. The state establish a basis 
through which regions of Califor- 
nia can develop long-range pro- 
grams for coordinated expansion 
and use of hospitals, and related 
health facilities and service. The 
state department of public health 
should be responsible for develop- 
ing regional plans based on rec- 
ommendations of regional advisory 
councils composed of representa- 
tives of the public, hospitals and 
physicians. State funds for admin- 
istration of the program should be 
appropriated. 

2. The state make funds avail- 
able to counties for local pro- 
grams designed to reduce need for 
hospital beds through rehabilita- 


-tion and home care. Existing state 


programs which encourage pre- 
vention, rehabilitation and related 
health care should be extended. 

3. The state establish a program 
to guarantee construction loans by 
banks and other lending agencies 
to nonprofit community hospitals 
which will provide an adequate 
and dependable source of loan 
funds to supplement voluntary do- 
nations, grants of government 
funds and other sources of capital | 
financing. 

An important cause of the un- 
coordinated hospital construction 
in California is the lack of de- 
pendable sources of construction 
funds for community hospitals, ac- 


cording to the report: Grants of 


federal and state funds made since 
1946 have covered only 10 per 
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| ALSO AVAILABLE IN CANADA * U.S. PAT. NO. 2841971 


Pm just wearing Supp-hose 
comfortable, they make time on my | | 
go faster! Supp-hose are proportioned 
to fit better. That’s why they or tall 
otter. And sheer Supp-hose wear so 2 


y’re a real economy! Pm not taking 
“races. always insist on the: 
Sug 


THE ONE AND ONLY! Sheer all-nylon Supp-hose are available = -h ® 
in the most complete range of styles and sizes. $4.95 pr. upp- OSE 
| STOCKINGS 
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cent of the cost of all construction. 
Community donations are now an 
inadequate source of funds, and 
banks and other financial organi- 
zations are often unable to make 
the necessary funds available to 
community nonprofit hospitals. 
The 19-member committee be- 
lieves the public interest justifies 
state action to provide a firmer 
foundation on which community 
hospitals under voluntary auspices 
can finance new construction and 
modernization in an orderly man- 
ner to meet community needs. The 
legislative proposal recommended 


by the committee makes the state 
department of public health re- 
sponsible for developing long- 
range regional plans based on 
recommendations of regional ad- 
visory councils. These councils 
would be composed half of repre- 


sentatives of physicians and hos- - 


pitals and the other half of con- 
sumers. The purposes of regional 
plans were outlined as follows: 

1. To make estimates of future 
needs for each type of facility in 
relation to population growth and 
changing patterns of medical prac- 
tice. 


FUND-RAISING SUCCESS 


wey 


Shaded area indicates new wing of Geauga Community Hospital, Chardon, Ohio 


Geauga Community Hospital 
exceeds expansion goal by 63% 


A new 51-bed wing is being added to the Geauga Community Hos- 
pital, Geauga County, Ohio. In this community of 2478 people, 
$345,552 has been pledged against a goal of $250,000. Ketchum, Inc. 
directed the fund-raising program for this hospital. 

Just a little more than a year ago this property was part of the 
county farm and there was no hospital to serve the area. Now, with 
their newly constructed hospital already being expanded, residents of 
Geauga County may well be proud to claim one of the fine hospitals 


in Northeastern Ohio. 


If your hospital is planning a fund-raising campaign, we will be 
happy to discuss your plans with you. No obligation, of course. 


KETCHUM, INC. 


Pittsburgh 19 » New York 36 + Chicago 3 + Charlotte 2 
Charter Member, The American Association of Fund-Raising Counsel 
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2. To plan facilities of appro- 
priate type, size and location in 
relation to developing community 
needs. 

3. To provide a basis for coor- 
dination of the functions of indi- 
vidual hospitals to the over-all 
planning objectives of the region 
so that each can be used mos 
effectively. 3 

4. To establish a basis on which 
to gain adherence of individual 
hospitals to over-all community 
planning objectives. ad 


Aetna to Administer 
Government Health Plan 


The Civil Service Commission 
has selected Aetna Life Insurance 
Company of Hartford, Conn., sub- 
ject to satisfactory contract nego- 
tiations, to administer a govern- 
ment-wide health coverage plan. 
The plan will be offered under the 
new Retired Federal Employees 
Health Benefits Act. 

The commission will work out a 
plan with Aetna which will allow 
annuitants to buy basic coverage, 
major medical coverage, or both. 
Aetna will be directed to cede re- 
insurance to other qualified com- 
panies. 

Under the new program, which 
will become effective next July, 
participants may elect this indem- 
nity-type plan or any other qual- 
ified plan. Among other qualified 
plans are Blue Cross-Blue Shield, 
private insurance companies and 
employee and retired employee or- 
ganizations. | 

Although Blue Cross and Blue 
Shield were not appointed as the 
administrative agency for the uni- 
form government-wide portion of 
coverage under the act, a state- 
ment issued by the Blue Cross- 
Blue Shield Associations stated 
that they “continue to have a keen 
interest in the welfare of retired 
federal employees and all other 
retired people—and expect to con- 
tinue to play a role of major im- 
portance in providing health cov- 
erage to federal retirees.” 

According to the statement, Blue 
Cross and Blue Shield now cover 
approximately one-third of all 
presently retired federal employ- 
ees on a local Plan basis. s 


H. F. Baer Retires 
As President of Aloe Co. 


The retirement of Howard F. 
‘Baer as president and chief execu- 
tive officer of A. S. Aloe Co., St. 
Louis, a division of Brunswick 
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low-cost way 


automate patients ‘charging 
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Keysort Data Processing 


For pationtilien statistics, service department statistics, 
income analysis, expense. distribution — for positive or- 
dering, recording and billing of hospital services — 
Keysort is the data processing system to use. © 


The reasons are many. No restrictive procedures; 


minimum training; remarkable economy; simplicity of 


installation and operation. 
Keysort, in fact, is the only automated data processing 


system flexible enough to fit your hospital as it stands | 


and as it grows. It is the one system adaptable and 
affordable to hospitals of every size. 

With Keysort you use simple Requisition-Charge 
Tickets. There's less writing. for nurses. Charges are 
automatically tabulated and results summarized direct 


to reports without transcribing. 

Result: Keysort automates your data processing to 
give you the meaningful on-time information you need 
to help provide better patient care. Monthly, weekly, 
daily. And at a cost well within your hospital’s budget. 

Your nearby Royal McBee Data Processing Systems 
Representative has had a wealth of experience in solv- 
ing hospital accounting problems. Working with your 
executives, with your systems and procedures experts, 
he can offer helpful advice about a low-cost Keysort 
system tailored to your individual requirements. Call 
him, or write us at Port Chester, N. Y.— and we will be 
happy to supply you with actual case histories from 
our files. 


ROYAL MCBEE corporation 


NEW CONCEPTS IN PRACTICAL OFFICE AUTOMATION 
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Corp., became effective January 1. 
He will be succeeded by John N. 
Willman, vice president of Aloe. 

Mr. Baer has been associated 
with the company for 34 years, 
and was appointed president in 
1929. He will remain as chairman 
of the division, and will continue 
to work with Aloe in the fields of 
expansion, acquisition and custo- 
mer relations. 

Mr. Baer has made many con- 
tributions to the field of medical 
and scientific supplies and played 
a major role in starting the surgi- 
cal instrument industry in Amer- 


MR. BAER MR. WILLMAN 


ica. He has been a trustee of the 
Missouri Blue Cross since 1936, 
and retired last year as chairman 
of the Blue Cross board. He has 


CANCER REGISTRY SYSTEM 


Complete ... Practical... Authoritative 


Use the system that provides all essential 
elements specified in the Manual of Cancer 
« Registries and Cancer Clinical Activities 
of the AMERICAN COLLEGE OF SURGEONS. 
Be sure that your records meet every stand- 
ard required for approval of a Cancer Program. 
Here are the basic forms in our system: 


* A CANCER ACCESSION REGISTER 
* Cancer Registry Summary Sheets 
* Cancer Registry INDEX FOLDERS 
° A to Z Tab Guides for Filing 
* Indexing and Follow-Up Signals 


This system demands minimum maintenance 
time of the medical record librarian, yet assures 
efficient functional records. It also saves space. 
The cancer abstract file becomes a patients’ 
index, and with the new color-coded plastic 
signals, also becomes a follow-up control and a 
cancer index by site and histological type. 


For descriptive Circular 1562, write to Dept. 18 


Physicians ‘Record Company 


3000 S. Ridgeland Avenue 


Berwyn, Illinois 
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been active in civic affairs in St. 
Louis for many years. 

Mr. Willman has been vice pres- 
ident in charge of Aloe branch 
operations. He was formerly with 
the American Hospital Supply 
Corp., where he was vice president 
of the parent corporation and 
president of its international oper- 


- ations. During World War II he - 


served as an officer in the Medical 
Administration Corps. 


R. A. Jydstrup Appointed 
Rochester Council Director 


Ronald A. Jydstrup has been ap- 
pointed the new executive director 
of the Rochester Regional Hospital 
Council, Inc. He 
resigned from 
his position as 
director of the 
North Dakota 
Hospital Serv- 
ice Association 
(Blue Cross) 
January 1. Alex 
P. Flagg, execu- 
tive assistant of 
the North Da- 
kota Blue Cross, 
has been appointed to the post on 
a temporary basis. Mr. Jydstrup 
succeeds Joseph A. Henry, who 
resigned from the Rochester post 
in Sept. 1960. 

Mr. Jydstrup was _ associated 
with the American Hospital As- 
sociation from 1953 to 1955 as a 
staff representative in accounting. 
He was also secretary of the com- 
mittee on accounting and business 
practices with the AHA. 

A graduate of the program in 
hospital administration at the Uni- 
versity of Minnesota, he was later 
an instructor in the hospital ad- 
ministration course in accounting. 
He served as a consultant in hos- 
pital accounting with the James o 
Hamilton Associates. 


MR. JYDSTRUP 


Groups Elect Officers 


Arizona Hospital Association: Presi- 
dent, M. G. Wolfers, administrator, 
Tucson Medical Center; vice presi- 
dent, A. H. Dysterheft, M.D., ad- 
ministrator, McNary Hospital, Mc- 
Nary; secretary-treasurer, Ronald 
W. Wilpitz, administrator, Marcus 
J. Lawrence Memorial Hospital, 
Cottonwood. 

California Hospital Association: Presi- 
dent, J. E. Smits, regional hospital 
administrator, Kaiser Foundation 
Hospitals, Los Angeles; president- 
elect, Alfred E. Maffly, administra- 
tor, Herrick Memorial Hospital, 
Berkeley; treasurer, John P. Pres- 
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ton, director, Inter-Community 
Hospital, Covina. 

Association of Delaware Hospitals: 
President, Wilbur C. Anderson; 


administrative assistant, James 


S. Urda; president-elect, Frank 
L. Larsen; secretary-treasurer, 
Charles N. Pierson. 

Florida Hospital Association: Presi- 
dent, Joseph F. McAloon, adminis- 
trator, Memorial Hospital, Holly- 
wood; president-elect, I. James 
Anderson Jr., administrator, Indian 
River Memorial Hospital, Vero 
Beach; secretary-treasurer, J. A. 
McDonald, administrator, George 


E. Weems Memorial Hospital, 
Apalachicola. 

Hospital Association of Hawaii: Presi- 
dent, Howard Liljestrand, M.D., 
administrator, Leeward: Hospital, 


Aiea; president-elect, Will Hen- - 


derson, administrator, Kauikeolani 
Children’s Hospital and Rehabili- 
tation Center of Hawaii, Honolulu; 
secretary, Lee Wheeler, acting 
chief, office of Hospitals and Medi- 
cal Facilities, State Health Depart- 
ment, Honolulu; treasurer, Alex 
Smith, business manager, Queen’s 
Hospital, Honolulu. 

Maryland-District of Columbia-Dela- 


triple 
the value 
of your 
floor 
space 


Clarin Tablet Arm Chairs provide more efficient use 
of available floor space... enables you to get the 
maximum number of people in minimum areas. Used 

FLAT! for training and board meetings, administrative staff 
conferences, patients’ activities, etc. 


GUARANTEED FOR TEN YEARS, 


FUNCTIONAL FOLDING CHAIRS 


Write Dept. 82TA and learn how Clarin’s full line 
of auxiliary seating for every occasion 


can serve you. 


CLARIN MANUFACTURING COMPANY 
4640 W. Harrison St., Chicago 44, Illinois 


ware Hospital Association: President, 
Richard M. Loughery, administra- 
tor, The Washington Hospital Cen- 
ter; president-elect, Maurice W. J. 
Abraham, director, Kent General 
Hospital, Dover, Del.; first vice 


president, Morris N. Throne, as- 


sociate director, Sinai Hospital of 
Baltimore; second vice president, 
M. B. Tuttle, administrator, Mont- 
gomery General Hospital, Olney, 
Md.; third vice president, Frederick 
A. Menk, associate administrator, 
The George Washington University 
Hospital, Washington; secretary, 
Wilma Tuttle, administrator, Had- 
ley Memorial Hospital, Washing- 
ton, and treasurer, Lad F. Grapski, 
director, University Hospital, Bal- 
timore. 

Hospital Council of Maryland, Inc.: 
President, John Baldwin Rich, 
trustee of Anne Arundel General 
Hospital, Annapolis; vice presi- 
dent, Russell A. Nelson, M.D., di- 
rector, The Johns Hopkins Hospital, 
Baltimore, and immediate past 
president of the American Hospi- 
tal Association; treasurer, Sister M. 
Scholastica, administrator, Mercy 
Hospital, Baltimore. 

Utah State Hospital Association: Presi- 
dent, Sister Mary Margaret, R.N., 
administrator, St. Benedict’s Hos- 
pital; president-elect, Vernon L. 
Harris, hospital administrator, 
Medical Center Planning Office, 
University of Utah, Salt Lake City; 
treasurer, John R. Jefferies, ad- 
ministrator, Primary Children’s 
Hospital, Salt Lake City. 


Service from headquarters 


(Continued from page 32) 


recommendations of the American 
Hospital Association Handbook on 
Accounting, Statistics and Busi- 
ness Office Procedures for Hospi- 
tals, should be included in ‘full 
cost’ and should be used for re- 
placement of the existing plant.” 

This, of course, is a general 
statement concerning depreciation 
as it relates to determining full 


cost. 


The question as to who is re- 
sponsible for financing new equip- 
ment, nursing education and other 
hospital programs demanded by 
progress in medical science and 
patient care has been argued for 
some time. 

Policies concerning depreciation, 
funding depreciation and the ex- 
penditure of these funds for any © 
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Made for Emergency Room 


Free Glove Handling Analysis 
Every easy-on-and-off Quixam fits either hand; saves 


r 
sorting and handling time; reduces costs where usage ; Requested by 
is greatest. Quixams are only one of the complete line ! _ : : 
of PIONEER Rollpruf Surgical and Hospital Gloves oo 
— all designed for positive savings on specific jobs. Hospital 
A PIONEER Glove Expert can help you save by ; 
City__ State 


The PIONEER Rubber Company - 349 Tiffin Road -+- Willard, Ohio 
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making a complete analysis of your glove problems. 
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purpose should include at least 
the following: 
1. The financial position of the 


(AHA Headquarters) 


19-21 
23-28 


Southeastern Hospital Conference 
Memphis (Municipal Auditorium) 
American Pharmaceutical Associa- 
tion, Chicago (Hotel Sherman) 


Boston (Statler Hotel) 


Texas Hospital Association, Dallas 
(Memorial Auditorium) 

Hospital Dental Service (Basic), Bos- 
ton (Somerset Hotel) 


hospital 23-28 American Society of Hospital Phar- 15-19 Occupational Therapists, Washinc- 
‘ macists, Chicago (Hotel Sherman) ton, D.C. (Willard Hotel) 

2. Probable community support 24-27 Association of Western Hospitals, 17-19 Hospital Association of New York 
through bequests, donations, San Francisco (Civic Auditorium) State, Atlantic City, N.J. (Convention 
fund drives, etc. 24-27 Nursing Inservice Programs, New Hall) | 

York City (Sheraton-Atlantic Hotel) 17-19 Middle Atlantic Hospital Assembly, 

3. The future programs of the 428 Medical Record Librarians, on Prin- Atlantic City, N.J. (Convention Hall) 
hospital ciples of Medical Record Manage- 17-19 New Mexico Hospital Association, 

ment (Advanced), Chicago (AHA Albuquerque (Western Skies Hotel) 

4. The present status of the plant Headquarters) 22-25 Evening and Night Nursing Service, 
and equipment 24-28 National Association for Practical Detroit (Pick-Fort Shelby Hotel) 

5. The cash position of the hospi- Nurse Education and Service, De- 22-26 Shared Dietitian and Dietary Con- 
tal troit (Statler Hilton Hotel) sultant, Chicago (AHA Headquarters) 

; 2 25-28 Hospital Engineering, Dallas, Tex. 23-24 Credits and Collections, Atlanta 

.6. Consideration for both replace- (Adolphus Hotel) (Henry Grady Hotel) 
ment and new equipment. 26-27 Iowa Hospital Association, Des 26-27 Tennessee Hospital Association, Gat- 
These are administrative-board 

eh : idwest Hospital Association, Kan- 

decisions and should be _ based sas City (Municipal Auditorium and JUNE 

on a sound financial management President Hotel) 1-2 New Hampshire Hospital Association, 

program based on a local situa- Newcastle (Wentworth-by-the-Sea) 

tion —Ray S. MATYLEWICZ MAY | 5-7 Hospital Purchasing (Advanced), Chi- 
cago (AHA Headquarters) 
1-3 Tri-State Hospital Assembly, Chicago 5-9 International Hospital Federation, 
(Palmer House) Venice, Italy 
Hospital association 8-10 Hospital Organization, New York , 5-7 Maine Hospital Association 
\ (Sheraton-Atlantic Hotel) 6-8 Patterns and Principles for Auxiliary 
meetings 8-12 American College of Physicians, Mi- Leaders, Washington, D.C.- (Willard 
ami Beach (Americana Hotel) Hotel) 
(Continued from page 6) 8-12 American Psychiatric Association, 12-15 Nursing Service Supervision, Chicago 
Chicago (Morrison Hotel Auditorium) (AHA Headquarters) 
17-18 Institute on Credits and Collections, 9-12 Nursing Home Administration, Oma- 12-15 Catholic Hospital Association, . De- 
Detroit (Sheraton-Cadillac) ha, Nebr. (Sheraton-Fontenelle Hotel) troit (Cobo Hall) 

19-21 Quebec Hospital Association, Mont- 10-12 Upper Midwest Hospital Conference, 14 Connecticut Hospital Association, Ber- 

real (Queen Elizabeth Hotel) St. Paul (Auditorium) lin 

19-21 Hospital Librarianship, Chicago 11 Massachusetts Hospital Assembly, 18-20 Michigan Hospital Association, Grand 


Rapids (Hotel Pantlind) 


“The Haney Man”... 


What they say about him in Morehead, Kentucky 


Fall is tobacco time in Kentucky. Farmers 
receive their checks for the entire year’s work 
during November. Notified they were eligible for 
“Hill-Burton,” citizens of Morehead were faced 
with raising $150,000 in the scant five weeks 
between “Tobacco-market-time” and Christmas 
. . . a very limited period in which to accomplish 
this in a town of only 3,102 people. 


At this point the HANEY man was called in. 
Though he made clear that the time allowed was 
uncommonly short, he was, nevertheless, directed 
by the Board to proceed. 


Hear Mr. John M. Palmer, Vice- 


Results? 


ACCEPTED FOR LISTING BY THE AMERICAN HOSPITAL ASSOCIATION 


President of Lee-Clay Products, and Campaign 
Chairman: 


“... Man you sent to Morehead has accomp- — 
lished what we scarcely believed possible. With a 
goal of $150,000, he has raised $275,000. ee 
Cannot recommend him too highly. 


“He has shown a full and competent mastery 
of his job . . . understands human nature, and 
has uncanny ability when dealing with diverse 
personalities. He knows how to create competitive 
spirit and inspire confidence. 


“We have enjoyed and appreciated having him 
with us for the past five weeks and feel fortunate 
that he was the man chosen to handle the job 
for us.” 


EXECUTIVE OFFICES 


797 WASHINGTON St. DEcatur 2-6020 
NEWTONVILLE 60, MASs. 


Specialists in Successful 
New York Office 
225 Wrst 34TH St. OXFORD 5-7665 — 
New 


Yorx 1.N.Y A WALL @ARK OF 


ETHICAL FUND-RAISING 


Hospital Campaigns 
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19-21 Administrators’ Secretaries, Chicago 
(AHA Headquarters) 

19-23 Hospital Pharmacy (General), Albany, 
N.Y. (Siena College) 

24-29 International Convention of X-ray 
Technicians, Montreal (Queen Eliza- 
beth Hotel) 

26-28 Executive Development of Depart- 
mental Directors, Chicago (AHA Head- 
quarters) 

26-28 Comité. des Hopitaux du Québec, 
Montreal (Show Mart) 

26-29 Supervision, Little Rock (University 
of Arkansas Medical Center) 

26-30 American Medical Association, New 
York (Coliseum) 


Why not apply annuity 
insurance principles to 
retirement health care? 


(Continued from page 40) 


untary system works—and works 
well. Furthermore, this gigantic 
system has been developed with- 
out restrictive controls on hospital 
operations and without imposed 
limitations on the freedom of in- 
dividuals to choose their hospitals 
and physicians. The fear of gov- 
-ernmental control and the even- 
tual curtailment of these freedoms 
is the specter that must be reck- 
oned with in any system which 
provides for compulsory participa- 
tion by individuals. The risks of 
these controls under a government 
system cannot help but be much 
greater in a program where the 
participants are to receive service 
benefits as needed rather than 
monthly cash payments. 


ENSURING PROTECTION 


In any case, the field of argu- 
ment must be shifted to cold, prac- 
tical considerations. The question 
before the country now is how can 
we ensure that the elderly popu- 
lation can obtain the health serv- 
ices that they need. The first step 
toward a solution in the form of a 
voluntary system is taken when 
we stop fretting about the billions 
of dollars involved in dealing with 
the problems of the aged. We 
should concentrate on quite mod- 
est sums, averaging $180 per year 
per aged individual or $2700 for 
the expected lifetime after age 65. 
The next step is to use the insur- 
ance annuity approach, financing 
these sums during the entire pro- 
ductive life rather than from cur- 
rent retirement income. This re- 
duces the problem to annual pay- 
ments smaller than those the 
average wage earner makes on his 
automobile each month. 
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The averaging principle, which 
is at the heart of this proposal, 
carries with it the assumption that 
risks would be pooled among the 
entire population. If they were not, 
we might find ourselves dealing 
with figures that are several times 
larger than those that have been 
mentioned. In other words, the 
community-rating principle upon 
which Blue Cross was founded, 
and under which many Blue Cross 
Plans still operate, would have to 
be applied to this program. Ideally, 
everybody would be included, 


thereby providing for complete 
community-risk pooling. 

These, then, are the major prob- 
lems that would need to. be solved 
if the insurance annuity approach 
were to be employed in financing 
health care for the aged. Can we 
quickly mobilize the best talents 
of the nonprofit and commercial 
insurance organizations to solve 
these problems? The time is short 
—only an all-out effort in the next 
weeks will assure the voluntary 
insurance approach of proper con- 
sideration as an effective method 


from the ground UP 


builds it better... 


From casters to safety rails, Colson Recovery Room 
Stretchers are precision made and efficiently designed 
to provide maximum patient comfort and safety, built 


to last longer. Buy once—buy the best . . . Colson. 


New! 2 Important Colson Improvements... 

16% wider wheel base and round corner side rails add 
to safety, maneuverability and stability during patient 
transfer, tilting and elevating. Full 80 inch litter, 
square socket IV rods, head rest with double hori- 
zontal bars. Dozens of available accessories. Write 


today for FREE catalog showing Colson’s complete 


quality line of wheeled stretchers and litters. 


THE COLSON CORPORATION 7S. Dearborn St. + Chicago, ill. 


Piants: Jonesboro, Arkansas.: Somervilie, Massachusetts.; Elyria, Ohio 


| 
id's A 4 
| = | 
A, 
(| 
4 
3 
mm 
~ 
| 
‘te 
| 


of providing adequate financing 
for the health care of the aged. ® 


A case for a 
professional library 
(Continued from page 46) 
ing more frequent library visits. 


SPECIAL FEATURES 


The Fairview Park Professional 
_ library has an “x-ray of the day”’ 
plan conducted by the department 
of radiology. This is essentially a 


diagnostic contest in which inter- 
esting x-ray films are exhibited 
and members of the professional 
staff are urged to give their diag- 
noses. These are written on an en- 
try slip and dropped in a diagnosis 
box. The next day, when the films 
are changed, the previous day’s 
diagnoses are posted. The names of 
the winners, or those closest to the 
correct diagnosis, are also posted. 

Another feature of the profes- 
sional library is a display prepared 
by the department of photography. 
Color transparencies (35 mm.) of 


SHORT CUT TO CASE HISTORIES 


save reference time and effort 


Just a flick of a finger locates a medical 
record on your Acme Flexoline “reference 
rotary.”” You can economically cross-index a 
few hundred or many thousands of listings 
in limited space. As cases accumulate, new 
listings are easily added, in sequence. Sim- 
ply type a new listing on a Fiexoline sheet 
and separate the strip ... insert it in the 
metal frame for quick cross-reference to your 
case history files. Perfect for an alphabetical 
index to x-ray films, too. Our experienced 
field men will advise you on hospital record 
systems tailored to your needs ... or you 
may write for FREE detailed booklets about 
the varieties of Fliexoline systems. MAIL 
THIS COUPON TODAY! 


Acme WEEE 


| World's Largest Exclusive Makers of Visible 

Record Systems 

ACME VISIBLE RECORDS, INC. 

5501 West Aliview Drive, Crozet, Va. 

[] Please send free detailed 
booklets on Hospital Record 
Systems. 


[] Please have field man call. 


Name 


Title 


pathological and clinical pictures 
are displayed. As often as possible, 
a complete series of pathology 
photographs and clinical photo- 
graphs are on exhibit. The perma- 
nent patient clinical photography 
file is stored in the professional li- 
brary and becomes a source of ref- 
erence material on selected cases. 
This pictorial case history is cross- 
indexed and is available for teach- 
ing and research purposes. " 


How do hospitals 
get their names? 
(Continued from page 50) 


tals. Following in order are: ‘“Fair- 
view” (8), “Belleview” (6) and 
“Villa View” (3). “‘Hillview’’, 
“Valley View’, “Pleasant View”, 
“Riverview”, “Prairie View” and 
“Grandview” with two each, and 
many others are represented 
by one hospital—‘‘Sunnyview’”’, 
“Crestview”, “Bayview’”’, etc. 

Brooks and Rivers (27): ‘“River- 
side” takes the lead with 11 hos- 
pitals. Other good examples are: 
‘“‘Brookhaven’’, ‘‘Willowbrook”’, 
“Brook Lane Farm”, and “Spring- 
brook”’. 

Trees and Woods (43): The pine 
tree and oaks tie for first honors, 
with 11 hospitals each, followed by 
cedars with 5 hospitals. Typical 
names, all of them bearing the 
aroma of fresh, green forests are: 
“Twin Pines’’, “Pine Forest’’, 
“Pineland”’, “Palm Drive”, “Oak 
Place”, “Fair Oaks”, “Sheltering 
Oaks”, “Oak Ridge”, “Cedar Val- 
ley’, “Cedars of Lebanon”, “Cedar 
Craft”, “Chestnut Lodge’’, “Palms’”’, 
*“Elmwood”’, ‘‘Hickory Grove’’, 
“Laurelwood” and “Maple Crest’’. 

Miscellaneous (42): The variety 
under miscellaneous is interesting 
but too long to list. Good illustra- 
tions are: “County Home”, “Roll- 
ing Glen”, “Homeplace”, “Heart 
Haven”, “Brightlook”, “Morning- 
side”, “Beverly Farm”, ‘“Mercy- 
ville”, “Sunshine”, ‘“Pennhurst’’, 
“Pure Air” and “Resthaven”’. 


NATURAL GEOGRAPHICAL NAMES 


A total of 175 hospitals have 
natural geographical names. This 
is good naming, since many of the 
mountains, rivers or valleys from 
which the hospitals derive their 
names are known world-wide. 


HOSPITALS, J.A.H.A. 


> 
ACME VISIBLE Fiexoline Master-index Systems 


FOR 


> 


COTTON 
GAUZE 


NEW LAMINO 


PADS 


by SEAMLESS 


New Lamino pads afford the ideal bal- 
ance of cellulose for spreading drainage 
and high-grade cotton for greatest ab- 
sorbency. The new stitched gauze cov- 
ering provides a soft surface, yet is 
remarkably strong even when wet. 
This unique construction contains 
drainage, without puddling, more effi- 
ciently than with other pads, and sim- 
plifies handling after use. For moderate 
drainage, single Lamino pads, with 
nonabsorbent cotton to protect bed 
linens, can be used alone. For heavy 
drainage, several ‘“all-absorbent”’ 
Lamino pads are recommended. 

Lamino pads are available in various 
sizes, or in rolls 8’’ x 20 yds. when pads 
of many different lengths are required. 
See your hospital supplies dealer about 
sizes and quantity prices. 


HOSPITAL DIVISION 


THE SEAMLESS RUBBER COMPANY 
NEW HAVEN 3, CONN. 
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Good examples of these are: Grand 
Canyon Hospital, Imperial Valley 
Tuberculosis Sanatorium, New 
England Baptist Hospital, Niagara 
Falls Memorial Hospital, Hudson 
River State Hospital, Coulee Dam 
Community Hospital, Red River 
County Hospital, Coney Island 
Hospital, Everglades Memorial 
Hospital, Cape Cod Hospital, Mar- 
tha’s Vineyard Hospital and Se- 
quoia Hospital. 


OTHER CATEGORIES 
A still different category of 


names is that of a part of a city 


or a larger territory. Hospitals are 
often named after streets, city 
parks or sections of the city. Typi- 
cal samples are: East End Memo- 
rial Hospital, Garfield Park Com- 
munity Hospital, North Shore 
Hospital, Midway Hospital, Outer 
Drive Hospital, Fifth Avenue Gen- 
eral Hospital, Southeast Alabama 
General Hospital and Bank Street 
Hospital. | 

Types of hospital names vary 
widely according to states or sec- 
tions of the country. Louisiana is 
distinctive in the use of the word 
“parish”. instead of “county”; in 
the number of hospitals ‘called 
“charity hospitals’; and in the 
large number of institutions bear- 
ing the name “clinic-hospital”. 

Minnesota and Nebraska are 
fond of the word “community” in 
hospital names. The word “munici- 
pal” is especially popular in Min- 
nesota. 

Pennsylvania has an unusually 
large number of state hospitals. 
Also, hospital names in this state 


| and in Kansas appear shorter than 


the average. 

Tennessee has an _ unusually 
large number of proprietary hos- 
pitals. Of the 151 hospitals listed in 
the state, 54 of them (33.1 per 
cent) are of this category. Ver- 
mont, on the other hand, has none 
listed, and Indiana shows only 12 


| of the 136 hospitals listed as being 


proprietary. 
Texas calls many of her hospi- 


-tals “medical-surgical” hospitals. 


Of 555 hospitals, 236 (42.5 per 
cent) use the two words in the 
name. “Medical arts” is also popu- 


lar in Texas. Most of the hospitals |. 


across the nation are medical-sur- 
gical hospitals, but other states do 
not use these words in the name. 

Georgia and West Virginia have 


QUALITY 
AND 


STOPPERLESS” 
WATER BOTTLES 


b SEAMLESS 


An original by Seamless. Still tops 
in quality, Stopperless is made for 
long-term economy second to none. 
To ensure long life the neck rubber. 
is compounded daily—the neck 
clamp is made of stainless steel 
formed to permit easy loading of 
both water and ice. 

For simplicity of use, patient com- 
fort, plus the economy of long prod- 
uct life, order Stopperless Water 
Bottles by Seamless.. Leading hos- 
pitals throughout the country do. 


& 
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several hospitals owned jointly by 
the county and city in which the 
hospital is situated. Kentucky, 
Texas, Tennessee and perhaps a 
few other states have such hospi- 
tals. Generally, the ownership is 
vested in only one governmental 
unit. Good illustrations are Elbert- 
son-Elbert County Hospital in the 
city of Elberton, County of Elbert, 
in Georgia and Jackson-Madison 
County General Hospital in Ten- 
nessee. 


WASHINGTON LIKES ‘GENERAL’ 


Washington State has a fondness 
for the word “general” in hospital 
names. Of the 131 hospitals, 23 
are so named. 

Kansas makes wide use of the 
word “district”; Colorado uses the 
words “public hospital” five times; 
and Maine has a “private” hospital. 
Most states do not use either the 
words “public” or “private” in the 
name. 

Wisconsin follows an unusual 
pattern of county-owned tubercu- 
losis hospitals. Most of them are 
smaller hospitals, running to 40 
or 50 beds. Most states have one 
to four state-owned tuberculosis 


hospitals. 

A “clinic-hospital” is almost in- 
variably a proprietary hospital. An 
“infirmary” or “health center” usu- 
ally refers to the hospital facilities 
of a college or university. : 

The words “school” “school- 
hospital’, “colony” or ‘“‘farm”’ are 
used for health centers in mental 
institutions. There are some ex- 
ceptions, but not many. This pat- 
tern is followed in all 50 states. 

“Institute” is often reserved for 
psychiatry. To some extent, this is 
true of “pavilion”, but this word 
usually refers to a section of a 
large hospital. 


CONCLUSION 


Probably there is little practical . 


use for this study. Certainly, that 
was not the purpose of thumbing 
through the pages of hospital: list- 
ings. However, a few observations 
can be made. 

Officials of new hospitals may 
find this information helpful in 
choosing a name. 


It is not unusual for large cor-— 


porations to invest huge sums of 
money in choosing the best name 
for a new product, or for well 


paid advertising and public rela- 
tions experts to use all their skills 
and imagination in selecting the 
name for a new automobile model 
or detergent. Likewise, due con- 
sideration should be given to the 
hospital name, even if a name 
change is involved. 

One sensible objective in choos- 
ing a hospital name would be to 
keep it short. Generations of ad- 
ministrators, sales representatives, 
government officials, stenographers 
and hospital office personnel will 
be grateful for being spared the 
painstaking task of attempting to 
crowd a 40 to 65-letter name into 
a space barely large enough for a 
25-letter name. | 

Namers of hospitals should strive 
for a distinctive name. The far 
too familiar pattern is (Name of 
Town) Memorial Hospital. Liter- 
ally hundreds of hospitals are thus 
named. Religious names, when ap- 
propriate, would lend far more 
distinction, and certainly names 
such as “Sheltering Arms’, “Bev- 
erly Farm” or “Pleasant Grove” 
would create a more attractive 
image of the hospital than would 
a name using “Memorial”. 


SURGICAL BLADES ARE SHARPER! 
TRY THEM AT OUR RISK! 


every 


works for 
you in the 


if you are paying 
prices for ‘‘name brand"’ blades, 
try our KEEN-EDGE. They are made 
for us by one of the nation’s best 
known moanufoacturers—identical in 
quality to his higher-priced brand. 
Only the name and price are dif- 
ferent. All numbers available—in 


the trial has cost you nothing. 
Priced at $15.00 per single gross. 
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envelopes or rack-pack. Order oa 
gross today, try them. If you are 
not satisfied send the rest bock— 
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Classifications: Classified advertis- 
ing accepted to run under the fol- 
lowing headings: 1—Services; 2— 
Instruction; 3— Wanted; 4— For 
Sale; 5—Positions Wanted; 6—Posi- 
tions Open; 7—Miscellaneous. 

Transient Rate: Thirty-five cents a 
word; minimum charge $5.00 per 
insertion. 


Contract Rate: Six-point body 


lines, 13 pica columns, $1.60 per 
_ line; eight-point display lines $2.00 
per line. Five per cent discount for 
twelve-insertion contracts with no 
change of copy. Ten per cent dis- 
count for twenty four-insertion con- 
_ tracts with no change of copy. 


FULL TIME HOSPITAL INVENTORY 
SERVICE AVAILABLE: We will take a 
written, itemized and extended inventory 
of your pharmacy, delivered to you in 
book form, tailored to suit your personal 
requirements. We are happy to announce 
the utilization of I1.B.M. Computing Equip- 
ment for the complete pricing, extending 
and printing of the inventories of our 
clients beginning about April, 1961. Cover- 
age at the present time includes the fol- 
lowing states: New Jersey, New York, 
Pennsylvania, Delaware, Maryland and 
Washington, D. C. Write or call us collect, 
for further information without obligation. 
INVENTORIES INCORPORATED, 1120 
West Girard Avenue, Philadelphia 23, 
Pennsylvania, POplar 9-0200. 


WANTED 


Part or full ‘time exclusive DISTRIBUTOR 
franchise to sell Medicine and Physicians’ 
supplies to doctors and hospitals. $2200 re- 
quired for franchise, no cash, self liquidat- 
ing. Dignified profitable work, no pressure, 
experience not required. ZIEGLER CORP., 
500 Franklin Street, Buffalo, New York. 


INSTRUCTION 


UNIVERSITY OF OSLO INTERNATIONAL 
SUMMER SCHOOL offers again: MEDI- 
CAL CARE AND PUBLIC HEALTH 
SERVICES IN NORWAY. Planned for 
physicians, dentists, health administrators, 
nurses, social workers. (Registration lim- 
ited) July 1-28, 1961. Write: lo Summe 
— Admissions Office, Northfield, Min- 
nesota. 


FOR SALE 


ONE 22000 GALLON ALL STEEL WATER 
TOWER: One 25 HP 3” pump, Two 10 HP 
2” pumps, One 5 HP 11%” pump. In excel- 
lent condition. Brunswick Hospital Center, 
Inc., 366 Broadway, Amityville. 


POSITIONS OPEN 


DIETITIAN: 150 bed general hospital lo- 
cated in Southern California, smog free 
area. Salary open. Address HOSPITALS, 
Box K-30 
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CLAS 


DIRECTOR OF NURSING: Position avail- 
able for mature person to take complete 
charge of Hospital Nursing Department. 
Must be capable of accepting responsi- 
bility and well versed in new trends and 
departmental organization. Hospital lo- 
cated in small rural community approxi- 
mately 45 miles from Rochester and Buf- 
falo, N.Y. Salary commensurate with 
abilities. Excellent chance for advance- 
ment. Reply to Administrator, Medina 
Memorial Hospital, Medina, New York, 
giving full resume of experience & quali- 
fications. 


DIETITIAN: needed for 93 bed JCHA ap- 
proved general hospital located on South 
Atlantic coast. Prefer ADA member with 
hospital experience. Good personnel poli- 
cies. Salary open. Send resume, including 
references, experience, date available, and 
salary desired in first letter. Apply Miss 
Ruth M. Puehler, Administrator, George- 
town County Memorial Hospital, George- 
town, South Carolina. 


MEDICAL RECORDS LIBRARIAN. MUST 
BE REGISTERED. Complete charge of de- 
partment in 230 bed general hospital. Must 
have had sufficient supervisory experience 
to direct activities of the department. Ex- 
cellent opportunity. Contact Administrator, 
Sewickley Valley Hospital, Sewickley, 
Pennsylvania. 


ASSISTANT DIRECTOR: Medical-Surgi- 
cal Nursing, approximately 400 beds in- 
cluding metabolism unit and general re- 
covery room. Master’s degree in Nursing 


Service Administration and/or Medical- 


Surgical Nursing. Salary commensurate 
with experience and qualifications. Pro- 
gressive personnel policies. Write to Di- 
rector, School of Nursing and Nursing 
Service, The Johns Hopkins Hospital, 
Baltimore 5, Maryland. 


MEDICAL RECORD LIBRARIAN: An un- 
usual opportunity with an excellent salary 
plus better than average vacations, sick 
leave privileges, and other fine benefits. 
You may be stymied in your present posi- 
tion—here is a chance to improve your- 
self. Address HOSPITALS, Box K-35. 


Qualified NURSE ANESTHETIST: 50 bed 
general Hospital, fully accredited. Salary 
open. Located in beautiful Western North 
Carolina. Contact: L. G. Wilkins, admin- 
istrator, Spruce Pine Community Hospital, 
rate i Drive, Spruce Pine, North Caro- 
ina. 


LIBRARIAN: medical record, registered; 
to supervise department of large teaching 
hospital in Chicago. Salary commensurate 
with ability. Send resume including all 
particulars. Address HOSPITALS, Box 


ADMINISTRATOR: for 32 bed hospital, 
general services. Well equipped and serv- 
ing a county of 16,000 for 8 years. Male or 
female R.N. Administrator preferred. 
Bertha C. Dean, Administrator :-Hancock 
County Memorial Hospital, Britt, Iowa. 


EXPERIENCED REGISTERED MEDICAL 
RECORDS LIBRARIAN to head depart- 
ment in 155 bed accredited general hospi- 
tal. Salary open. 40 hour week—liberal 


fringe benefits. City of 40,0C0—located on. 


Puget Sound. Contact: Administrator, 
General Hospital of Everett, 1321 Colby 
Avenue, Everett, Washington. 


DIRECTOR OF.NURSING: Children’s Re- 
habilitation Center. Apartment available; 
near N.Y.C. Excellent staff. Write: Execu- 


tive Director, Blythedale, Valhalla, N.Y. 


PERSONNEL DIRECTOR: Male, college, 

680 bed general eastern hospital. Wide 

experience. All phases personnel work re- 

eel Salary open. Address HOSPITALS, 
ox K-31. 


ASSISTANT ADMINISTRATOR: 260 bed 
general hospital. Require course graduate 
with ‘some experience. Contact: Donald _E. 
Gilbert, Administrator, Brockton Hospital, 
680 Centre Street, Brockton, Mass. 


ASSISTANT DIRECTOR: Gynecologic and 
Obstetric Nursing, approximately 200 beds 
including 66 bassinets. Master’s degree in 
Nursing Service Administration. Obstetri- 
cal nursing experience desirable. Salary 
commensurate with experience and quali- 
fications. Progressive personnel policies. 
Write to Director, School of Nursing and 
Nursing Service, The Johns Hopkins Hos- 
pital, Baltimore 5, Maryland. ; 


MALE R.N. with psychiatric experience. 
Beginning salary up to $6,540 per annum 
in accordance with training and experi- 
ence. Periodic salary increase on merit. 
Retirement, social security, group dilis- 
ability, vacations, sick leave, and other 
fringe benefits. R. R. Cameron, M.D., Su- 
perintendent, Security Mental Health Hos- 
pital, Box B, Anamosa, Iowa. 


STAFF PHYSICAL THERAPIST. Willing 
to consider recent graduate. In and out- 
patient work. Well equipped department. 
Good starting salary. Write to the Assistant 
Administrator, Memorial Hospital, Casper, 
Wyoming. 


ADMINISTRATOR: for 40-bed accredited 
general hospital in farming-ranching area. 
Prefer candidates with graduate training 
in hospital administration. Write to Vance 
Smith, Community Hospital, Inc., Broken 
Bow, Nebraska. 


OUR 64th YEAR 


‘ MEDICAL 
BUREAU 


RAndolph 6-5682 


Ann Woodward offers her long estab- 
lished, strictly confidential service to hos- 
pital administrators, physicians, nursing 
executives and others wishing to relocate 
in the medical and hospital fields. Oppor- 
tunities throughout America and abroad. 
To the institution reorganizing or aug- 
menting its staff, brochures of those qual- 
ified to head medical and ancillary de- 
partments or for staff posts will be sub- 
mitted immediately upon request. 


THE MEDICAL BUREAU 
Burneice Larson, Chairman of the Board 
900 North Michigan Ave. 
Chicago 11, Illinois 


To physicians, hospital administrators, 
nursing executives and others in the hos- 
pital and medical fields confronted with 
the delicate but important problem of re- 
locating, the physician in need of an as- 
sociate, or the institution reorganizing or 
augmenting its staff, Burneice Larson of- 
fers the services of the Medica] Bureau. 
All negotiations strictly confidential. Op- 
portunities in all parts of America, includ- 
ing countries outside continental United 
States. 


POSITIONS WANTED 


MEDICAL RECORD LIBRARIAN, R.R.L., 
previous experience in organizing and re- 
organizing departments. Interested in work 
on Consultant basis only—Northern [Illinois 
area. Address HOSPITALS, Box K-26. 
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HOSPITALS, J.A.H.A. 


San 


Get the full story 
for your hospital NOW. 
Write for Brochure SC-303. 


«the all new 


AMSCO 


VACAMATIC 


This Amsco-researched, new concept in Supply 
Sterilizers incorporates pre- and post-exposure 
vacuums to utilize a sterilizing temperature 
of 275° F. This instantly-microbicidal moist 
heat permits ultra-short exposure periods 
which vastly increase production and result 
in less deterioration of fabric and rubber 
items than is experienced with conventional 
procedures. Because of its advanced fea- 
tures of automation, speed and safety, 
the work output of a single Vacamatic 
exceeds that of THREE ordinary Supply 
Sterilizers. 


A M E R C A N A world of experience 


to serve 
STE R l LI L E R Hospitals everywhere 


ERIE* PENNSYLVANIA 
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UNIVERSITY MICROFILMS 
313 N-FIRST STREET 
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LiL TRASHORT-ACTING...In diagnostic and surgical procedures SURITAL provides — 
(4 rapid, smooth induction (3 evenly sustained surgical plane of anesthesia 
(7 prompt, pleasant recovery (4 relative freedom from faryngospasm and broncho- 
spasm. Detailed information on SURITAL Sodium (thiamylal sodium, Parke-Davis) iS 


ARKE, DAVIS & COMPANY DETROIT 32, MICHIGAN 
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